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Glossary

Activities of daily living are those needed for self-care:
bathing, dressing, mobility, toileting, eating, and transferring.
The late-loss ADLs (eating, toileting, bed mobility, and
transferring) are used in classifying a patient into a RUG-III

group.

The time period during which the assessment coordinator
starts the assessment until it is signed as complete.

The last day of the observation period for the MDS
assessment. All MDS items refer back in time from this
common endpoint. May also be referred to as the “Target
Date” in CMS system-generated reports. The MDS field
nameisA3a

The period of time defined by Medicare regulations that
specify when the Assessment Reference Date must be set.
For exampl e, the assessment window for a Medicare 5-Day
assessment is between days 1-8, including grace days.

A program, such asInternet Explorer or Netscape, that allows
access to the internet or a private intranet site. A browser
with 128-bit encryption is necessary to access the CMS
intranet for data submission or report retrieval.

Weight or numeric score assigned to each RUG-I111 group that
reflects the relative resources predicted to provide careto a
resident. The higher the case mix weight, the greater the
resource requirements for the resident.

A payment system that measures the intensity of care and
services required for each resident, and trandates these
measures into the amount of reimbursement given to the
facility for care of a resident. Payment is linked to the
intensity of resource use.
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Researchers, funded by CMS, who have developed and
tested a set of indicators of quality care in nursing facilities
and a quality monitoring system for using the indicators for
internal and external quality review and improvement.

Formerly known as HCFA, the Federa agency that
administers the Medicare, Medicaid, and Child Heath
Insurance Programs.

Software and hardware that has been provided to each state
by CMS to collect MDS information in a standardized
method and format. Each state is then charged with
administering and supporting the system.

A codification of the general and permanent rules published
in the Federal Register by the Executive departments and
agencies of the Federal Government. The CFR is divided
into 50 titles that represent broad areas subject to Federal
regulation. Each title is divided into chapters that usually
bear the name of the issuing agency. Each chapter isfurther
subdivided into parts covering specific regulatory areas.
Large parts may be subdivided into subparts. All parts are
organized in sections, and most citations to the CFR will be
provided at the section level.

The measure of cognitive status used inthe MDS and in the
RUG-III Classification system.

Requires completion of the MDS and review of triggered
RAPs, followed by development or review of the
comprehensive care plan.

A program administered by CMS designed to ensure
accuracy of MDS data accomplished through data analysis,
off-site review, on-site review and provider education.
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Discharge For the purposes of MDS and SB-MDS, a discharge is
reported when aresident |eaves the facility for more than 24
hours for other than a temporary home visit or therapeutic
leave, or is admitted to the hospital.

Dually Certified Nursing facilities that participate in both the Medicare and
Facilities Medicaid programs.

Duplicate A fatal record error that results from a resubmission of a
Assessment record previously accepted into the State MDS database. A

duplicate record isidentified as having the same target date,
reason for assessment, resident, and facility. Thisistheonly
fatal record error that does not require correction and
resubmission.

Eacility 1D FACID Thefacility identification number isassigned to each nursing
facility by the State agency. The FACID must be placed in
the header record in each MDS file, and in the individua
MDS and tracking formrecords. Thisnormally iscompleted
as afunction within the facility’s MDS data entry software.

Fatal File An MDSfile that has an error in the format and causes the
entire file to be rgjected. The individual records are not
validated or stored in the database. Thefacility must contact
its software support to resolve the problem with the
submission file.

Fatal Record An MDS record that has an error severe enough to result in
record rejection. A fata record is not saved in the CMS
database. The facility must correct the error that caused the
rejection and resubmit a corrected original record.

Federal The official daily publication for rules, proposed rules and
Register notices of Federal agencies and organizations, as well as
Executive Orders and other Presidential Documents. Itisa
publication of the National Archives and Records
Administration, and isavailable by subscription and on-line.
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A report generated after the successful submission of MDS 2.0
assessment data. Thisreport listsall of the residents for whom
assessments have been submitted in a particular submission
batch, and displays all errors and/or warnings that occurred
during the validation process. A FVR with a submission type
of “production” isafacility’sdocumentation for successful file
submission. Anindividual record listed onthe FVR marked as
“accepted” isdocumentation for successful record submission.

An organization designated by CMS to process Medicare
claimsfor payment that are submitted by a nursing facility.

Numerical designationsfor criteriareviewed during the nursing
facility survey.

Additional days that may be added to the assessment window
for Medicare assessments without incurring financial penalty.
These may be used in situations such as an absence/illness of
the RN assessor, reassignment of the assessor to other dutiesfor
a short period of time, or an unusually large number of
assessments due at approximately the same time. Grace days
may al so be used to morefully capturetherapy minutesor other
treatments.

Thefirst record inan MDSfile submitted tothe CMSMDS 2.0
Data Collection System. This record contains facility and
software vendor information for the subsequent recordswithin
thefile.

A uniform coding system that describes medical services,
procedures, products and supplies. These codes are used
primarily for billing.

Former name for CMS, (see CMS).

Federal law that gives the Department of Health and Human
Services (DHHYS) the authority to mandate regulations that
govern privacy, security, and electronic transactions standards
for health care information.
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Billing codes used when submitting claims to the FI for
Medicare payment.

The ordering of groups within the RUG-IIl Classification
system. A hierarchy begins with groups with the highest
resource use and descends to those groups with the lowest
resource use. The RUG-III Classification system has 8
hierarchical groups. Rehabilitation Plus Extensive Services,
Rehabilitation, Extensive Services, Specia Care, Clinicaly
Complex, Impaired Cognition, Behavior Problems, and
Reduced Physical Functions.

A type of correction allowed under theMDS Correction Policy.

When an invalid record has been accepted into the database, a
correction record is submitted with inactivation selected asthe
type of correction.

The process of RUG-III Classification where the RUG-II|
category with the highest case mix index (CMI) is selected
fromall of the possible groupsinwhich aresident’s assessment
Is classified.

The first report generated by the CMS MDS 2.0 Data
Collection System after an MDS data file is electronically
submitted. Thisreport validatesthefile structure, providesthe
submission batch 1D, and indicates whether the file has been
accepted or rejected. If the file has been accepted, each record
will go through the edit process and be reported on the final
validation report. If the fileis rgected, there will be no fina
validation report.

A sequential numeric identifier assigned to each record
submitted to the CMS MDS 2.0 Data Collection System.

Official system of assigning codesto diagnoses and procedures
associated with hospital utilization in the United States.
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Invalid Record As defined by the MDS Correction Policy, a record that was
accepted into the CMS MDS 2.0 Data Collection System that
should not have been submitted. Invalid recordsare defined as:
atest record submitted as production, arecord for an event that
did not occur, arecord with thewrong resident identified, or the
wrong reason for assessment, or submission of aninappropriate
non-required record.

LoginID A State-assigned facility identifier required to accessthe CMS
MDS 2.0 Data Collection System. Thismay or may not bethe
same as the Facility ID.

L ook Back A period of time in the past 7, 14, or 30 days from the
Period Assessment Reference Date that is used when completing
certain sections of the MDS.

Major Error Asdefined by the MDS Correction Policy, an error inan MDS
assessment wheretheresident'soverall clinical status hasbeen
misrepresented, or the current care plan does not suit the

resident’s needs.
MDS The date at which the RN assessment coordinator attests that all
Completion portions of the MDS have been completed. For MDS, thisisthe
Date date at section R2b. For SB-MDS, thisisthe date at item 45.
Medicaid A Federal and State program subject to the provisions of

Title XIX of the Social Security Act that paysfor specific kinds
of medical care and treatment for low-income families.

Medicare A hedlth insurance program administered by CMS under
provisions of Title XV 111 of the Social Security Act for people
aged 65 and over, for those who have permanent kidney failure,
and for certain people with disabilities.

Medicare Part A: The part of Medicare that covers inpatient
hospital services and services furnished by other institutional
health care providers, such as nursing facilities, home health
agencies, and hospices.

MedicarePart B: The part of Medicare that covers services of

doctors, suppliers of medical items and services, and various
types of outpatient services.
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A securedial-up connection through the AT& T Global Network
that is used to transmit MDS data to the State repository. A
user ID and password is issued and maintained by the MDCN
Help Desk for each person who requires access to the CMS
MDS intranet through this network.

A shortened assessment form designed to reduce the burden of
completing the full MDS assessment for Medicare-only
assessments.  The MPAF contains the items necessary for
resident identification, RUG-IIl Classification, and quality
indicator calculations.

A statistical standard classification designated and defined by
the Federal Office of Management and Budget following a set
of official published standards. These urban areas are used to
adjust the Federal Medicare rates to account for differencesin
areawage levels.

A core set of screening, clinical, and functional status elements,
including common definitions and coding categoriesthat forms
the foundation of the comprehensive assessment for all
residents of long-term care facilities certified to participate in
Medicare and Medicaid.

A type of correction allowed under the MDS Correction Policy.

A modification isrequired when avalid MDS record has been
accepted by the CMS MDS database, but the information in
the record contains errors. A modification is not done when a
record has been rejected.

A unique 10-digit number assigned to each drug product listed
under Section 510 of the Federal Food, Drug and Cosmetic Act.
The NDC code identifies the vendor, drug name, dosage, and
form of the drug.

A facility which primarily providesto residents skilled nursing
care and related services for the rehabilitation of injured,
disabled, or sick persons, or on aregular basis, health related
care services above the level of custodial care to other than
mentally retarded individuals.

Page A-8



CMS'’s RAI Version 2.0 Manaul

OBRA
Assessments

Observation
Period

Omnibus Budget OBRA ‘87
Reconciliation

Act of 1987

Other Medicare
Required
Assessment

OMRA

Other State
Required
Assessment

OSRA

Peer Review PRO
Organization

Post Acute Care PAC

Revised—December 2005, December 2002

Appendix A

A term used when referring to assessments mandated by OBRA
regulations. These are assessments completed to meet clinical
requirements. The OBRA assessments are: Admission,
Quarterly, Annual, Significant Change in Status, Significant
Correction of Prior Full, and Significant Correction of Prior
Quarterly. The tracking forms for discharge and reentry are
also required under OBRA regulations.

The time period, ending with the Assessment Reference Date,
whichisused by all staff for gathering informationforanMDS
assessment.

Law that enacted reformsin nursing facility care and provides
the statutory authority for the MDS. The goal isto ensure that
residents of nursing facilitiesreceive quality carethat will help
them to attain or maintain the highest practicable, physical,
mental, and psychosocial well-being.

An assessment required when a Medicare Part A resident that
was in a RUG-11I Rehabilitation Plus Extensive Services or
Rehabilitation Classification, continues to require skilled care
after all therapy isdiscontinued. Thisassessment isto be done
8-10 days after the cessation of therapies in order to re-
calculatethe RUG Classification from atherapy RUG to anon-
therapy group. An OMRA may also be used in the situation
where a significant change in status occurs for a Medicare
resident outside a Medicare assessment window. AAS8D is
coded 8 for these assessments.

A specific assessment required by a state in addition to
assessments required by OBRA regulation or for Medicare.
These assessments are defined by State regulations and are
usually used for State Medicaid reimbursement systems. AA8b
is coded 6 for OSRA assessments.

See QIO — Quality Improvement Organization

Refers to residents who are admitted to afacility following an
acute care hospitalization. Their stay is usually of short
duration, about 30 days or |ess.
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Official agency transmittals used for communicating reminder
items, request for action or information of aone time only, non-
recurring nature. Program Memos can be found at the following
web site:
http://new.cms.hhs.gov/Transmittals/CMSPM/List.asp

Transmittal pages summarize the instructions to providers,
emphasizing what has been changed, added or clarified. They
provide background information that would be useful in
implementing the instructions. Program Transmittals can be
found at the following web site:
http://new.cms.hhs.gov/Transmittals/CMSPM/List.asp

A payment system, developed for Medicare skilled nursing
facilities, which pays facilities an all-inclusive rate for all
Medicare Part A beneficiary services. Payment is determined
by acase mix classification system that categorizes patients by
the type and intensity of resources used.

Those assessments required by M edicare Prospective Payment
Regulations for residents in a Medicare Part A stay. Each
Medicare assessment is classified into a RUG-111 group based
on the clinical resource needs as recorded on the MDS
assessment and is used to determine the Medicare
reimbursement rate. These assessments are performed in
addition to those assessments required by OBRA regulations.
PPS assessments are: 5-Day, 14-Day, 30-Day, 60-Day, 90-Day,
OMRA and Return/Readmission.

Theumbrellasystem that encompassesthe MDS and SB-MDS
system as well as other systems for survey and certification,
and home health providers.

A program administered by CMS that is designed to monitor
and improve utilization and quality of care for Medicare
beneficiaries. The program consists of a national network of
fifty-three QIOs (formerly known as Peer Review
Organizationsor PRO) responsiblefor each US State, territory,
and the District of Columbia. Their mission is to ensure the
quality, effectiveness, efficiency, and economy of healthcare
services provided to Medicare beneficiaries.
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Developed as part of the CMS funded Multi-State Nursing
Facility Case Mix and Quality Demonstration (NHCMQ) by
the University of Wisconsin. The Quality Indicators represent
common conditions and important aspects of care. QI reports
reflect a measure of the prevalence or incidence of conditions
based on MDS assessment data.

Information derived from MDS data that is available to the
public as part of the Nursing Facility Quality Initiative. The
Quality Measures are designed to provide consumers with
additional information for them to make informed decisions
about the quality of carein nursing facilities.

A code submitted in the MDS and tracking form records used
to identify certain combinations of reasons for assessment.

When a resident returns to a facility following a temporary
discharge (return anticipated), areentry is reported to either the
MDS or SB-MDS system.

Anindividual, licensed asaregistered nurse by the State Board
of Nursing and employed by a nursing facility, who is
responsible for coordinating and certifying completion of the
resident assessment.

A comprehensive, standardized evaluation of each resident’s
physical, mental, psychosocial and functional status conducted
within 14 days of admission to anursing facility, promptly after
a significant change in a resident’s status, and on an annual
basis.

A resource person, usually with a State agency, who can
provideinformation regarding specific State RAI requirements
and assistance in MDS or SB-MDS completion.

The designation for the complete resident assessment process
mandated by CMS, including the comprehensive MDS,
Resident Assessment Protocols (RAPs), and care planning
decisions. The RAI helps facility staff gather definitive
information on a resident’s strengths and needs that must be
addressed in an individualized care plan.

A problem-oriented framework for organizing MDS
information and additional clinically relevant information about
an individual’s health problems or functional status.
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Data entry software supplied by CM S for nursing facilities to
use to enter MDS assessment data.

Data entry software supplied by CM S for swing-bed hospitals
to use to enter MDS assessment data.

The measure of the number of minutes of care used to develop
the classification system. Direct and indirect time is obtained
from RNs, LPNs, nursing assi stants, physical, occupational and
speech therapists, social workers, and activity staff. Anindex
scoreiscreated based on the amount of staff time, weighted by
staff salary and benefits.

A category-based classification system in which nursing facility
residents classify into one of 53 or 44 or 34 RUG-III groups.
Residents in each group utilize similar quantities and patterns
of resource. Assignment of a resident to a RUG-III group is
based on certain item responses on the MDS 2.0. Medicare
uses the 44-group classification. Many State Medicaid
programs use the 53-group classification.

Short-term, temporary care provided to residents to alow
family members to take a break from the daily routine of care

giving.

A comprehensive assessment required when thereis a decline
or improvement in aresident’s status that a) will not normally
resolve itself without intervention by staff or by implementing
standard disease-related clinical interventions, b) impactsmore
than one area of the patient’s health status, and c) requires
interdisciplinary review and/or revision of the care plan.

A comprehensive assessment that is required when a major
error has been identified in a previous assessment and has not
been corrected in a subsequent assessment.
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A facility which primarily providesto residents skilled nursing
care and related services for the rehabilitation of injured,
disabled, or sick persons, or on aregular basis, health related
care services above the level of custodial care to other than
mentally retarded individuals.

A manual provided by CMS that contains guidelines for the
survey process.

A field in the MDS electronic record that identifies the
authority for data collection. CMS has authority to collect
assessments for all residents (regardless of their payer source)
who reside in Medicare- and/or Medicaid- certified units.
States may or may not have regulatory authority to collect
assessments for residents in non-certified units.

MDS assessments completed by swing-bed hospitals for
M edicare Prospective Payment.

Standardsfor collection and processing of personal information
as defined by the Privacy Act of 1974.

Atermused in CM S system-generated reports. Thisdateisthe
Assessment Reference Date for an assessment, date of
discharge for adischarge, and date of reentry for areentry.

When aresident leaves anursing facility either temporarily or
permanently, and goes to another health care setting.

Specific MDS item responses that indicate the presence of
clinica factors that should be considered by the
interdisciplinary team when making care planning decisions.

Comprehensive information for evaluating factors that may
cause, contribute to, or exacerbate a triggered condition.

See FVR or Fina Validation Report.

A supplementary classification of |CD-9 codes used to describe
the circumstances that influence aresident’s health status and
identify the reasons for medical visits resulting from
circumstances other than a disease or injury.
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Common Acronyms

ADLs Activities of Daily Living

AHEs Average Hourly Earnings

ARD Assessment Reference Date

BBA-97 Balanced Budget Act of 1997

BBRA Medicare, Medicaid and SCHIP Balanced Budget
Refinement Act of 1999

BEA (U.S) Bureau of Economic Analysis

BIPA Medicare, Medicaid, and SCHIP Benefits Improvement
and Protection Act (BIPA) of 2000

BLS (U.S)) Bureau of Labor Statistics

CAH Critical Access Hospital

CBSA Core-Based Statistical Area

CFR Code of Federal Regulations

CLIA Clinical Laboratory Improvements Amendments (1998)

CMS Centers for Medicare and Medicaid Services

COTA Certified Occupational Therapist Assistant

CPI Consumer Price Index

CPI-U Consumer Price Index for All Urban Consumers

CPT (Physicians) Current Procedural Terminology

CR Change Request

CWF Common Working File

DME Durable Medical Equipment

DMERC Durable Medical Equipment Regional Carrier

DOS Dates of Service

ECI Employment Cost Index

ESRD End Stage Renal Disease

Fl Fiscal Intermediary

FMR Focused Medial Review

FR Final Rule

FY Fiscal Year

GME Graduate Medical Education

HCFA Health Care Financing Administration

HCFA Pub. 10 Hospital Manual

HCFA Pub. 12 Skilled Nursing Facility Manual

HCFA Pub. 7 State Operations Manual

HCFA Pub.13-3 Medicare Intermediary Manual, Claims Process, Part 3

HCPCS Healthcare Common Procedure Coding System

HIPPS Health Insurance PPS (Rate Codes)

ICD-9-CM International Classification of Diseases, Ninth Edition,
Clinical Modification Revision

IFC Interim Final Rule with Comment

This page revised—August 2003

Revised—December 2005, December 2002
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IOM Internet-Only Manual

LOA Leave of Absence

MDS Minimum Data Set

MEDPAR Medicare Provider Analysis and Review (File)

MIM Medicare Intermediary Manual

MPAF M edicare Prospective Payment System A ssessment
Form

MRI Magnetic Resonance | maging

MSA Metropolitan Statistical Area

NCS National Supplier Clearinghouse

NDM National Data Mover

NECMA New England Country Metropolitan Area

NSC National Supplier Clearinghouse

OBRA Omnibus Budget Reconciliation Act of 1987

OMB Office of Management and Budget

OMRA Other Medicare Required Assessment

oT Occupational Therapy/Therapist

PCE Personal Care Expenditures

PIM Program Integrity Manual

PM Program Memorandum

POS Point of Service

PPl Producer Price Index

PPS Prospective Payment System

PRM Provider Reimbursement Manual

PT Physical Therapy/Therapist

PTA Physical Therapist Assistant

Pub.100-1 Medicare Genera Information, Eligibility, and
Entitlement |OM

Pub.100-2 Medicare Benefit IOM

Pub.100-4 Medicare Claims Processing |OM

Pub.100-7 Medicare State Operation |IOM

Pub.100-8 Medicare Program Integrity |OM

Pub.100-12 State Medicaid IOM

QIO Quality Improvement Organization

RAI Resident Assessment | nstrument

RAPs Resident Assessment Protocol (Guidelines)

RUG Resource Utilization Group

SB-MDS Swing Bed Minimum Data Set

SB-PPS Swing Bed Prospective Payment System

SCSA Significant Change in Status A ssessment

SNF Skilled Nursing Facility

SNF PPS Skilled Nursing Facility Prospective Payment System

SLP (or ST) Speech Language Pathlolgy Services

STM Staff Time Measure

Revised—December 2005, December 2002
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STATE AGENCY CONTACTS — MDS RAI COORDINATORS

MDS RAI
STATE Coordinator PHONE # E-mail Address
AK Ginger Beal 907-334-2487 Ginger Beal@health.state.ak.us
AL llz/?;nl\?la Carpenter, RN, 334-206-5164 pamelacarpenter@adph.state.al.us
AR Cecilia Vinson 501-837-8159 Cecilia.vinson@arkansas.gov
Twyla Moore, RN 501-661-2201 Twyla.Moore@arkansas.gov
AZ Kay Huff 602-364-3878 huftk@azdhs.gov
916-552-8961
MDS/OASIS jlynd@cdph.ca.gov
CA R NN Helpdesk 916-324- mdsoasis@cdhs.ca.gov (Helpdesk)
2362
CO Betty Keen, RN 303-692-2894 Betty.Keen@state.co.us
Lori Griffin, RN 860-509-7400 Lori.Griffin@po.state.ct.us
cT Alternate: Angela.white@po.state.ct.us
Angela White, RN geta. po- o
DC Mary Sklencar 202-724-8781 Mary.sklencar@dc.gov
DE Kim Paugh 302-424-8600 Kim.paugh@state.de.us
FL Linda Huff, RN, BSN 1-800-900-1962 huffl@ahca.myflorida.com
GA Patricia Putt 404-657-5856 paputt@dhr.state.ga.us
Janice Nakama, RN .. ..
HI Alternate: Sharon 808-692-7420 Janice.nakama@doh.hawai.gov
sharon.matsubara@doh.hawaii.gov
Matsubara
1A Susan Odell 515-242-5991 Sodelll@dia.state.ia.us
ID Loretta Todd 208-334-6626 toddl@dhw.idaho.gov
IL Rhonda Imhoff, RN 217-785-5132 Rhonda.Imhoff(@illinois.gov
IN Gina Berkshire 317-233-4719 gberkshire@isdh.in.gov
KS Lynn Searles, RN 785-291-3552 Isearles@kdhe.state.ks.us
Vera Van Bruggen, RN 785-296-1246 VeraVanBruggen@aging.state.ks.us
KY Pat True 502-564-7963 Patricia. True@ky.gov
LA Evelyn Enclarde, RN 225-342-4855 eenclarde@dhh.la.gov
MA Paul Di Natale 617-753-8222 Paul.dinatale@state.ma.us
Deirdre Hanniffy 617-753-8202 Deirdre. Hanniffy(@state.ma.us
MD Linda Taylor 410-402-8102 Lindataylor@dhmbh.state.md.us

Revised—April 2008, January 2008, June 2006
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MDS RAI
STATE Coordinator PHONE # E-mail Address
ME Kathleen Tappan, RN 207-287-9337 Kathleen.Tappan@mainq.gov
Jeannette Arsenault, RN | 207-287-3933 Jeannette. Arsenault@maine.gov

MI Glenda Henry 517-335-2086 henryg@michigan.gov
MN Marci Martinson 651-201-4313 MDS@health.state.mn.us
MO Joan Brundick 573-751-6308 Joan.brundick@dhss.mo.gov
MS Lynn Cox 601-576-7316 lynn.cox@msdh.state.ms.us
MT Kathleen Moran 406-444-3459 kmoran@mt.gov

NC Cindy Deporter 919-855-4557 Cindv.DePorter@npmail.net

Mary Maas, RN 919-855-4554 Mary.Maas@ncmail.net

ND Joan Coleman 701-328-2364 jdcolema@nd.gov

NE Dan Taylor 402-471-3324 daniel.taylor@dhhs.ne.gov
NH Susan Grimes 603-271-3024 sgrimes@dhhs.state.nh.us

NJ Beth Bell, RN 609-633-8981 beth.bell@doh.state.nj.us
NM Doris Roth 505-476-9037 Doris.Roth@state.nm.us

NV Leticia Metherell, RN 775-687-4475 x235 Imetherell@health.nv.gov

NY | Kathleen Minucci, RN | 518-408-1658 lli}”])“;gl@@ifl‘ihsiifnr;yu‘;s
OH Patsy Strouse, RN 614-995-0774 Patsy.strouse@odh.ohio.gov
OK Sharon Warlick 405-271-5278 Sharonlw@health.ok.us

OR Mary B. Borts 503-691-6587 Mary.B.Borts@state.or.us

| e s | e

PR Lourdes Cruz 787-782-0120 x2252 Icruz@salud.gov.pr

RI Madeline Vincent, RN 401-222-2566 madeline.vincent@health.ri.gov
SC Margaret Rummell, RNC | 803-545-4205 rummelm@dhec.sc.gov

SD Dolly Hanson, RN, MS 605-773-7070 Carol.hanson(@state.sd.us

TN Leatrice Coffin 615-741-8002 Leatrice.coffin@state.tn.us

TX Cheryl Shiffer, RN 210-619-8010 cheryl.shiffer@dads.state.tx.us
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MDS RAI
STATE Coordinator PHONE # E-mail Address
UT Gayle Monks, RN 801-538-9282 gmonks@utah.gov
VA Michelle Warlick, RN 804 367-2132 michelle.warlick@vdh.virginia.gov
VT Frances L. Keeler, RN 802-241-2345 Frances.Keeler(@dail.state.vt.us
WA Marjorie Ray, RN 360-725-2487 Rayma@dshs.wa.gov
WI Margaret Katz 715-836-6748 katzma@dhfs.state.wi.us
WV Beverly Hissom 304-558-4145 beverlyhissom@wvdhhr.org
Nora McQuain 304-558-1700 nora.mcquain@wvdhhr.org
WY Linda Brown 307-777-7123 linda.brown@health.wyo.gov
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STATE AGENCY CONTACTS — MDS RAI AUTOMATION COORDINATORS

AUTOMATION

STATE COORDINATOR

PHONE #

E-mail Address

AK Ginger Beal

907-334-2487

Ginger Beal@health.state.ak.us

AL Pat Thomas

334-206-2480

PatThomas@adph.state.al.us

AR Debra Tyler 501-661-2201 Debra.Tyler@arkansas.gov
Abbie Palmer 501-682-8463 Abbie.Palmer@arkansas.gov

AZ Mary Benkert 602-364-3071 BenkerM@hs.state.az.us

CA Virginia Gray 916-319-9709 vgray@dhs.ca.gov

CO Danielle Branum

303-692-2913

Danielle.Branum(@state.co.us

CT Melissa James

860-509-7439

Melissa.james (@ po.state.ct.us

DC Unknown

Unknown

Unknown

DE Jarett Francis

302-255-9211

Jarrett.francis(@state.de.us

FL Teri Koch

800-900-1962

kocht@ahca.myflorida.com

GA Beverly Terrell

404-657-5861

bejterrell@dhr.ga.gov

HI Sharon Matsubara

808-692-7420

sharon.matsubara@doh.hawaii.gov

1A Barbara Thomsen

800-383-2856 ext.
2970

bthomsen@ifmc.org

ID MDS Help Desk

800-263-5339
208-378-5898

Janc@mslc.com

IL Ed Harvey

217-524-9118

Ed.Harvey@]Illinois.gov

IN James L. Hayes

317-232-0241

jhayes@isdh.in.gov

KS Kristi Burns

785-228-6700

Kristy@mslc.com

Rhonda Littleton-Roe

KY | William Lloyd

502-564-2800 ext.
3366

Rhonda.Littleton @mail.ky.gov

LA Cathy Brunson

225-342-2482

cbrunson@dhh.la.gov

MA MDS Help Desk

617-753-8188

MD Caleb Craig

410-402-8014

ccraig(@dhmbh.state.md.us
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AUTOMATION
STATE COORDINATOR PHONE # E-mail Address

ME Susan Cloutier 207-287-4004 Susan.cloutier@maine.gov

MI Sheila M. Bonam 313-456-0309 BonamS@Michigan.gov
MN Brenda Boike-Meyers 651-201-3817 Brenda.boike-meyers@health.state.mn.us
MO Gail Ponder 573-522-8421 gail.ponder@dhss.mo.gov

MS Lynn Cox 601-576-7316 Lynn.cox@msdh.state.ms.us
MT Albert Niccolucci 406-444-4679 aniccolucci@mt.gov

NC Sandra McLamb 919-733-7461 Sandra.mclamb@ncmail.net

ND David McCowan 701-328-2352 dmccowan(@state.nd.us

NE Joette Novak 410-471-9279 Joette.novak@hbhss.state.ne.gov
NH Linda Fraser 603-271-3024 Ifraser@dhhs.state.nh.us

NJ Pam Gendlek 609-633-8981 Pamela.gendlek@doh.state.nj.us
NM Stephanie Holt 505-476-9064 Stephanie.Holt@state.nm.us
NV Mike L. Guzzetta 775-687-4475 x237 mguzzetta@health.nv.gov

NY Patricia Amador 518-408-1658 MDS2@health.state.ny.us

OH Keith Weaver 614-752-7914 Keith.weaver@odh.ohio.gov
OK Bob Bischoff 405-271-5278 RobertB@health.ok.us

OR Wayne Carlson 503-947-1105 Wayne.Carlson@state.or.us

PA Bonnie Rose 717-772-2570 Brose@state.pa.us

PR Juan Rivera 787-782-0553 Jrivera@salud.gov.pr

RI William Finocchiaro 401-222-4525 William.Finocchiaro@health.ri.gov
SC Sara S. Granger 803-545-4205 Grangerss@dhec.sc.gov

SD Doug Knutson 605-773-6203 Doug.knutson@state.sd.us

TN Patti Gregg 615-741-8275 Patti.Gregg(@state.tn.us

TX Cecile Hay 512-438-2396 Cecile.hay@dads.state.tx.us

Revised—April 2008, January 2008, June 2006

Page B-6



mailto:Susan.cloutier@maine.gov
mailto:BonamS@Michigan.gov
mailto:gail.ponder@dhss.mo.gov
mailto:Lynn.cox@msdh.state.ms.us
mailto:aniccolucci@mt.gov
mailto:Sandra.mclamb@ncmail.net
mailto:dmccowan@state.nd.us
mailto:lfraser@dhhs.state.nh.us
mailto:MDS2@health.state.ny.us

CMS’s RAI Version 2.0 Manual

Appendix B

AUTOMATION

STATE COORDINATOR PHONE # E-mail Address
uUT Tracy Freeman 801-538-6571 tfreeman@utah.gov
VA Sandy Lee 804-864-7250 Sandy.lee@vdh.virginia.gov
VT Sylvia Beck 802-241-2345 Sylvia.beck@dail.state.vt.us
WA Shirley Stirling 360-725-2620 STIRLSA@dshs.wa.gov
WI Chris Benesh 608-266-1718 benesce@dhfs.state.wi.us
wV Beverly Hissom 304-558-4145 beverlyhissom@wvdhhr.org
WY Tammy Schmidt 307-777-7124 tschmi@state.wy.us
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REGIONAL OFFICE CONTACTS

Region 1

Sharon Roberson
CMS/DHSQ, Room 2275
JFK Federal Building
Boston, MA 02203-0003
(617) 565-1300

Region I1

Norma J. Birkett

CMS/DCDSC

26 Federal Plaza, Room 37-130
New York, NY 10278-0063
(212) 616-2460

Barbara Capers-Merrick (back-up)
(212) 616-2462

Region 111

Angela Williams
CMS/DHSQ

P.O. Box 7760

Philadelphia, PA 19101-7760
(215) 861-4190

Lisa Pollard-Roy (back-up)
215-861-4203

Region IV

Jill Jones

CMS/DHSQ

Sam Nunn Atlanta Federal Center
61 Forsyth Street, SW

Suite 4T20

Atlanta, GA 30303

(404) 562-7461

Region V

Duane Wagner

CMS/DHSQ

233 North Michigan Avenue, Suite 600
Chicago, IL 60601-5519

(312) 886-5206

Tamra Swistowicz (back-up)
(312) 252-3337
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Region VI
Jacquelyn Douglas, RN, BSN
(214) 767-4436

Doris Raymond, RN
CMS/SCRB

1301 Young Street, Room 833
Dallas, TX 75202-4348

(214) 767-6321

Region VII

Kathleen Pozek

Health Quality Review Specialist
Survey & Certification Branch II
601 East 12th Street, Room 235
Kansas City, MO 64106-2808
(816) 426-6503 or 816-426-2011
(Contact for KS & MO)

Mary Gream
(816) 426-6559
(Contact for MO & NE)

Region VIII

Dotty Brinkmeyer
CMS/DHSQ

1600 Broadway Suite 700
Denver, CO 80202

(303) 844-7043

Region IX

Kathy Parker

CMS/DHSQ

75 Hawthorne St., 4th Floor
San Francisco, CA 94105-3903
(415) 744-2837

Region X

Joanne Rokosky (206-615-2091)

Je’ Annine O’Malley (206-615-2543)
CMS/DHSQ

Blanchard Plaza Bldg.

2201 Sixth Ave., Mail Stop RX-48
Seattle, WA 98121-2500
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Numeric Identifier

Appendix C

SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY

Resident’s Name: Medical Record No.:

1.
2.

Check if RAP is triggered.

For each triggered RAP, use the RAP guidelines to identify areas needing further assessment. Document relevant assessment
information regarding the resident’s status.

o Describe:
— Nature of the condition (may include presence or lack of objective data and subjective complaints).
— Complications and risk factors that affect your decision to proceed to care planning.
— Factors that must be considered in developing individualized care plan interventions.
— Need for referrals/further evaluation by appropriate health professionals.

e Documentation should support your decision-making regarding whether or not to proceed with a care plan for a triggered RAP and
the type(s) of care plan intervention(s) that are appropriate for a particular resident.

o Documentation may appear anywhere in the clinical record (e.g., progress notes, consults, flow sheets, etc.).

Indicate under the Location of RAP Assessment Documentation column where information related to the RAP assessment can be
found.

For each triggered RAP, indicate whether or not a new care plan, care plan revision, or continuation of current care plan is necessary
to address the problem(s) identified in your assessment. The Care Planning Decision column must be completed within 7 days of
completing the RAI (MDS and RAPS).

(b) Care Planning
(a) Check if ) Decision—check
triggere Location and Date of if addressed in

A. RAP PROBLEM AREA d RAP Assessment Documentation care plan

DELIRIUM

2.

COGNITIVE LOSS

VISUAL FUNCTION

COMMUNICATION

ADL FUNCTIONAL/
REHABILITATION POTENTIAL

URINARY INCONTINENCE AND
INDWELLING CATHETER

. PSYCHOSOCIAL WELL-BEING

MOOD STATE

BEHAVIORAL SYMPTOMS

10.

ACTIVITIES

11.

FALLS

12.

NUTRITIONAL STATUS

13.

FEEDING TUBES

14.

DEHYDRATION/FLUID
MAINTENANCE

15.

DENTAL CARE

16.

PRESSURE ULCERS

17.

PSYCHOTROPIC DRUG USE

18.

JULLHUOUUUOOOUOULL

PHYSICAL RESTRAINTS

Revised—December 2002
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPs (for MDS Version 2.0)

Key: &

® = Oneitem required to trigger ®/® S

® = Two items required to trigger ey g :‘P S é’-‘ é"' qéb t%’

% = One of these three items, plus at least & 8 .ch’u’ s 4? 9 ® g S g)

one other item required to trigger g £/8 % L ,3' g’ S §" o é.-' >
= When both ADL triggers present, § § § .§ é’ S S (-,_,5 .gq:’ (:? 6@ 8’ \§’ \8’ ? q‘?
maintenance takes precedence \6["‘ §O 5 § ‘é’ ‘5 c-?fy ) @ &~ r/f g /;§ § 6,60 5 @Q g
[Proceed to RAP Review once triggered] gs é}g’ é‘ $§ Q;sm § § $§ g ‘;’So §§ § ’ ’.:g \g’ g ) %Q '50 gc?
S 5 ] /53 /8 é}? &
MDS ITEM CODE Qq’ (§’ S\"’ C?S YQTI YQ?I g‘ Q? $ Q? ‘Z}‘ ?"? ‘Lm ?a & Q§ Q° Q@ Q?A‘ [lc
B2a Short-term memory 1 [ B2a
B2b Long-term memory 1 [ B2b
B4 Decision-making 1,2,3 [ ] B4
B4 Decision-making 3 [ B4
B5a-B5f Indicators of Delirium 2 [ [J B5a-B5f
B6 Change in Cognitive Status 2 [ ) B6
C1 Hearing 12,3 [ ] C1
Cc4 Understood by others 1,2,3 [J Cc4
C6 Understand others 1,2,3 [ [ C6
C7 Change in communication 2 [J C7
D1 Vision 1,2,3 [J D1
D2a Side vision problem v [ D2a
Ela-Elp Indicators of depression, anxiety, sad mood | 1,2 [J Ela-Elp
Eln Repetitive movement 1,2 (] Eln
Elo Withdrawal from activities 1,2 [ ] Elo
E2 Mood persistence 1,2 [ ] E2
E3 Change in mood 2 [ [ E3
E4aA Wandering 1,2,3 [ ] E4aA
E4aA-E4eA | Behavioral symptoms 1,2,3 [ E4aA-E4eA
E5 Change in behavioral symptoms 1 [ E5
E5 Change in behavioral symptoms 2 [ [ E5
Fid Establishes own goals v [ Fid
F2a—-F2d Unsettled relationships v [J F2a—F2d
F3a Strong ID, past roles v [J F3a
F3b Lost roles v [J F3b
F3c Daily routine different v [ F3c
GlaA-G1jA | ADL self-performance 1,2,3,4 [J GlaA-G1jA
GlaA Bed mobility 2,348 [ GlaA
G2A Bathing 1,2,3,4 [ G2A
G3b Balance while sitting 12,3 [ G3b
G6a Bedfast v [ G6a
G8a,b Resident, staff believe capable v [ G8a,b
Hla Bowel incontinence 1,234 [ Hla
Hlb Bladder incontinence 2,3,4 [J Hlb
H2b Constipation v [ H2b
H2d Fecal impaction v [ H2d
H3c,d,e Catheter use v ] H3c,d,e
H3g Use of pads/briefs v [ H3g
11i Hypotension v [ 11i
11 Peripheral vascular disease v [ 11
Ilee Depression v [ llee
11jj Cataracts v [ 11jj
1211 Glaucoma v [ 1211
12j UTI v [ 12j
276.5
. . . 276.50
13 Dehydration diagnosis 276,51 [ ] 13
276.52

Jla Weight fluctuation v [ Jla
Jic Dehydrated v [ Jic
Jid Insufficient fluid v [ Jid
Jif Dizziness v [ [ Jif
Jih Fever v [ Jlh
Jii Hallucinations v [ Jli
Jij Internal bleeding v [ Jij
J1k Lung aspirations v [ J1k
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPs (for MDS Version 2.0) (Cont.)

Ke.y. = One item required to trigger @/ § Q&
® = Two items required_to trigger @ g g 3 \g’ é” § 2 o
% = Oneof the;e three |ltems, plgs at least S le é? Lﬂ’ 9 < /@ o § S :s
one other item required to trigger s INVAS N L/ /& 3 S o 5’ 2
= When both ADL triggers present, § S § & § §b f 8 $ 6{" & g $/Q/&
! /.8 S S D'/.8 /O Ty L/ /@
maintenance takes precedence § $9 § é\\g gg g‘? @ @ ~ 5 5 S § (5'5@ 5 .§Q \Q
[Proceed to RAP Review once triggered| s§ g’ 5 $§ ‘? § 360 gqé#g g;\g’ o égf g g gb §o QC‘P
S ~ N
MDS ITEM CODE§§§’@§$$$§Qg’$v§@mg«§30g’@f
Jim Syncope v [ Jim
Jin Unsteady gait v ) Jln
Jda,b Fell v [ [ J4ab
J4c Hip fracture v [ J4c
Kib Swallowing problem v [ K1b
Kic Mouth pain v [ Kic
K3a Weight loss v [ K3a
K4a Taste alteration v [ K4a
K4c Leave 25% food v [ K4c
K5a Parenteral/lV feeding v [ [J K5a
K5b Feeding tube v |0 K5b
K5c Mechanically altered v [ K5c
K5d Syringe feeding v [ K5d
K5e Therapeutic diet v [ K5e
Lla,c,d,e Dental v [ Lla.c,d,e
L1f Daily cleaning teeth Not v/ [ L1f
M2a Pressure ulcer 234 ® M2a
M2a Pressure ulcer 1,2,3,4 [ ] M2a
M3 Previous pressure ulcer 1 [ ] M3
M4e Impaired tactile sense v [ ] M4e
Nla Awake morning v (2] Nla
N2 Involved in activities 0 (2] N2
N2 Involved in activities 2,3 ° N2
N5a,b Prefers change in daily routine 12 [ N5a,b
Oda Antipsychotics 1-7 * O4a
04b Antianxiety 1-7 [ * 04b
O4c Antidepressants 1-7 [ % O4c
O4e Diuretic 1-7 [ O4e
P4c Trunk restraint 1,2 [ ® | PAc
P4c Trunk restraint 2 [ P4c
P4d Limb restraint 1,2 ® | P4d
P4e Chair prevents rising 1,2 ® | Pde
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1. RESIDENT ASSESSMENT PROTOCOL: DELIRIUM

I. PROBLEM

Delirium (often referred to in the past as an acute confusional state) is a common indicator or
nonspecific symptom of a variety of acute, treatable illnesses. It is a medical emergency, with
high rates of morbidity and mortality, unless it is recognized and treated appropriately.
Delirium is never a part of normal aging. Some of the classic signs of delirium may be
difficult to recognize and may be mistaken for the natural progression of dementia, particularly
in the late stages of dementia when delirium has high mortality. Thus careful observation of
the resident’s inattentiveness and review of potential causes is essential.

Delirium is characterized by fluctuating states of consciousness, disorientation, decreased
environmental awareness, and behavioral changes. The onset of delirium may vary, depending
on severity of the cause(s) and the resident’s health status; however, it usually develops rapidly,
over a few days or even hours. Even with successful treatment of cause(s) and associated
symptoms, it may take several weeks before cognitive abilities return to pre-delirium status.

Successful management depends on accurate identification of the clinical picture, correct
diagnosis of specific cause(s), and prompt nursing and medical intervention. Delirium is often
caused and aggravated by multiple factors. Thus, if you identify and address one cause, but
delirium continues, you should continue to review the other major causes of delirium and treat
any that are found.

Il. TRIGGERS

Delirium problem suggested if one or more of following present:

e Easily Distracted®

[B5a = 2]
e Periods of Altered Perception or Awareness of Surroundings®
[B5b = 2]
e Episodes of Disorganized Speech®
[B5C = 2]
e Periods of Restlessness®
[B5d = 2]
e Periods of Lethargy®
[B5e = 2]
e Mental Function Varies Over the Course of the Day®
[B5f = 2]
e Cognitive Decline®
[B6 = 2]
e Mood Decline®
[E3=2]
e Behavior Decline®
[E5 = 2]

Revised—December 2002 Page C-5
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® Note: All of these items also trigger on the Psychotropic Drug Use RAP (when psychotropic drug
use present).

I11. GUIDELINES

Detecting signs and symptoms of delirium requires careful observation. Knowledge of a
person’s baseline cognitive abilities facilitates evaluation.

e Staff should become familiar with resident’s cognitive function by regularly observing the
resident in a variety of situations so that even subtle but important changes can be
recognized.

When observed in this manner, the presence of any trigger signs/symptoms may be seen as a
potential marker for acute, treatable illness.

An approach to detection and treatment of the problem can be selected by reviewing the items
that follow in the order presented. Also refer to the RAP KEY for guidance on the MDS items
that are relevant.

DIAGNOSES AND CONDITIONS

By correctly identifying the underlying cause(s) of delirium, you may prevent a cycle of
worsening symptoms (e.g., an infection-fever-dehydration-confusion syndrome) or a drug
regimen for a suspected cause that worsens the condition. The most common causes of
delirium are associated with circulatory, respiratory, infectious, and metabolic disorders.
However, finding one cause or disorder does not rule out the possibility of additional
contributing causes and/or multiple interrelated factors.

MEDICATIONS
Many medications given alone or in combination can cause delirium.

e If necessary, check doctor’s order against med sheet and drug labels to avoid the common
problem of medication error.

e Review the resident’s drug profile with a physician.

e Review all medications (regularly prescribed, PRN, and “over-the-counter” drugs).

Number of Medications. The greater the number, the greater the possibility of adverse drug
reaction/toxicity.

e Review meds to determine need and benefit (ask if resident is receiving more than one
class of a drug to treat a condition).

e Check to determine whether nonpharmacological interventions have been considered (e.g.,
a behavior management program, rather than antipsychotics, to address the needs of a
resident who has physically or verbally abusive behavioral symptoms).
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New Medications

e Review to determine whether or not there is a temporal relationship between onset or
worsening of delirium and start of new medication.

Drugs that Cause Delirium

1. PSYCHOTROPIC
- Antipsychotics
- Antianxiety/hypnotics
- Antidepressants
2. CARDIAC
- Digitalis glycosides (Digoxin)
- Antiarrhythmics, such as quinidine, procainamide (Pronestyl), and disoprymide
(Norpace)
- Calcium channel blockers, such as verapamil (Isoptin), Nifedipine (Procardia), and
Diltiazem (Cardizem)
- Antihypertensives, such as methyldopa (Aldomet), and propanolol (Inderal)
3. GASTROINTESTINAL
- H2 antagonists, such as cimetidine (Tagamet) and ranitidine (Zantac)
ANALGESICS such as Darvon, narcotics (e.g., morphine, dilaudid)
ANTI-INFLAMMATORY
- Corticosteroids, such as prednisone
- Nonsteroidal anti-inflammatory agents, such as ibuprofin (Motrin)
6. OVER-THE-COUNTER DRUGS, especially those with anticholinergic properties
- Cold remedies (antihistamines, pseudoephedrine)
- Sedatives (antihistamines, e.g., Benadryl)
- Stay-awakes (caffeine)
- Antinauseants
- Alcohol

ok~

PSYCHOSOCIAL

After serious illness and drug toxicity are ruled out as causes of delirium, consider the
possibility that the resident is experiencing psychosocial distress that may produce signs of
delirium.

Isolation

e Has the resident been away from people, objects and situations?

e Isresident confused about time, place, and meaning?

e Has the resident been in bed or in an isolated area while recuperating from an illness or
receiving a treatment?

Recent Loss of Family/Friend. Loss of someone close can precipitate a grief reaction that

presents as acute confusion, especially if the person provided safety and structure for a
demented resident.
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e Review the MDS to determine whether or not the resident has experienced a recent loss of
a close family member/friend.

Depression/Sad or Anxious Mood. Mood states can lead to confusional states that resolve
with appropriate treatment.

e Review the MDS to determine whether the resident exhibits any signs or symptoms of sad
or anxious mood, or has a diagnosis of a psychiatric illness.

Restraints. Restraints often aggravate the conditions staff are trying to treat (e.g., confusion,
agitation, wandering).

¢ Did the resident become more agitated and confused with their use?

Recent Relocation

e Has the resident recently been admitted to a new environment (new room, unit, facility)?
e Was there an orientation program that provided a calm, gentle approach with reminders
and structure to help the new resident settle into the environment?

SENSORY LOSSES

Sensory impairments often produce signs of confusion and disorientation, as well as behavior
changes. This is especially true of residents with early signs of dementia. They can also
aggravate a confusional state by impairing the resident’s ability to accurately perceive or cope
with environmental stimuli (e.g., loud noises; onset of evening). This can lead to the resident
experiencing hallucinations/delusions and misinterpreting noises and images.

Hearing

e Is hearing deficit related to easily remedied situations - impacted ear wax or hearing aid
dysfunction?

e Has sensory deprivation led to confusion?

e Has physician input been sought?

Vision
e Has vision loss created sensory deprivation resulting in confusion?

e Have major changes occurred in visual function without the resident’s being referred to a
physician?

CLARIFYING INFORMATION

e Does the resident have a recent sleep disturbance?
e Does the resident have Alzheimer’s or other dementia?
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e Has the time of onset of the resident’s cognitive and behavioral function been within the
last few hours to days?

ENVIRONMENT

e |sthe resident’s environment conducive to reducing symptoms (e.g., quiet, well-lit, calm,
familiar objects present)?
e Isthe resident’s daily routine broken down into smaller tasks (task segmentation) to help

him/her cope?
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1. DELIRIUM RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES
Delirium problem suggested if one or more of Factors that may be associated with signs and
following present: symptoms of delirium:
e Easily Distracted® o Diagnoses and Conditions —
[B5a =2] Diabetes [11a], Hyperthyroidism [l1b],
o Periods of Altered Perception or Awareness Hypothyroidism [11c], Cardiac Dysrhythmias
[B5b = 2] [11e], CHF [I1f], CVA [I1t], TIA [I1lbb],
e Episodes of Disorganized Speech® Asthma [l1hh], Emphysema/COPD [l1ii],
[B5c = 2] Anemia [l1o0], Cancer [I1pp], Dehydration
e Periods of Restlessness® [J1c] or Fever [J1h], Myocardial Infarction
[B5d = 2] [13], any Viral or Bacterial Infection [12],
e Periods of Lethargy® Surgical Abdomen [I3], Head Trauma [I3],
[B5e = 2] Hypothermia [13], Hypoglycemia [13].
e Mental Function Varies Over the Course of the
Day® e Medications —
[B5f =2] Number of Meds [01], New Meds [02],
e Deterioration in Cognitive Status® Antipsychotics [O4a], Antianxiety [O4b],
[B6=2] Hypnotics [04d], Analgesics (Pain Meds),
e Deterioration in Mood® Cardiac Meds, GI Meds, Anti-inflammatory,
[E3=2] Anticholinergics, [from med charts].
e Deterioration in Behavioral Symptoms®
[ES=2] e Psychosocial -

Sad or Anxious Mood [E1, E2, E3], Isolation
[F2e; from record], Recent Loss [F2f],
Depression [llee], Restraints [P4c,d,e],
Recent Relocation [AB1; Ada].

e Sensory Impairment —
Hearing [C1], Vision [D1].

Clarifying information to be considered in
establishing a diagnosis: Sleep disturbance [E1K],
Alzheimer’s [11q], Other Dementia [I1u], Time of
symptom onset within hours to days [from record
or observation];

Environment conducive to reducing symptoms:
Quiet, well-lit, calm, familiar objects [from
observation]; Task segmentation [G7].

@ Note: All of these items also trigger on the
Psychotropic Drug Use RAP (when
psychotropic drug use is present).
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2. RESIDENT ASSESSMENT PROTOCOL:
COGNITIVE LOSS/DEMENTIA

I. PROBLEM

Many residents in nursing facilities exhibit signs and symptoms of decline in intellectual
functioning. Recovery will be possible for few of these residents, for example, those with a
reversible condition such as an acute confusional state (delirium). For most residents,
however, the syndrome of cognitive loss or dementia is chronic and progressive, and
appropriate care focuses on enhancing quality of life, sustaining functional capacities,
minimizing decline, and preserving dignity.

Confusion and/or behavioral disturbances present the primary complicating care factors.
Identifying and treating acute confusion and behavior problems can facilitate assessment of
how chronic cognitive deficits affect the life of the resident.

For residents with chronic cognitive deficits, a therapeutic environment is supportive rather
than curative and is an environment in which licensed and nonlicensed care staff are
encouraged (and trained) to comprehend a resident’s experience of cognitive loss. With this
insight, staff can develop care plans focused on three main goals: (1) to provide positive
experiences for the resident (e.g., enjoyable activities) that do not involve overly demanding
tasks and stress; (2) to define appropriate support roles for each staff member involved in a
resident’s care; and (3) to lay the foundation for reasonable staff and family expectations
concerning a resident’s capacities and needs.

Il. TRIGGERS

A cognitive loss/dementia problem suggested if one or more of following are present:

e Short-term Memory Problem
[B2a = 1]

e Long-term Memory Problem
[B2b =1]

e Impaired Decision-Making®
[B4=1,2,3]

e Problem Understanding Others®
[C6=1,2 0r3]

@ Note: These codes also trigger on the Communication RAP.
®) Note: Code 3 also triggers on the ADL (Maintenance) RAP.
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I11. GUIDELINES

Review the following MDS items to investigate possible links between these factors and the
resident’s cognitive loss and quality of life. The four triggers identify residents with differing
levels of cognitive loss. Even for those who are most highly impaired, the RAP seeks to help
identify areas in which staff intervention might be useful. Refer to the RAP KEY for specific
MDS and other specific issues to consider.

NEUROLOGICAL

Fluctuating Cognitive Signs and Symptoms/Neurological Status - Co-existing delirium and
progressive cognitive loss can result in erroneous impressions concerning the nature of the
resident’s chronic limitations. Only when acute confusion and behavioral disturbances are
treated, or when the treatment effort is judged to be as effective as possible, can a true measure
of chronic cognitive deficits be obtained.

Recent Changes in the Signs/Symptoms of the Dementia Process - Identifying these changes
can heighten staff awareness of the nature of the resident’s cognitive and functional limitations.
This knowledge can assist staff in developing reasonable expectations of the resident’s
capabilities and in designing programs to enhance the resident’s quality of life. This
knowledge can also challenge staff to identify potentially reversible causes for recent losses in
cognitive status.

Mental Retardation, Alzheimer’s Disease, and Other Adult-Onset Dementias - The most
prevalent neurological diagnoses for cognitively impaired residents are Alzheimer’s disease
and multi-infarct dementia. But increasing numbers of mentally retarded residents are in
nursing facilities, and many adults suffering from Down’s syndrome appear to develop
dementia as they age. The diagnostic distinctions among these groups can be useful in
reminding staff of the types of long-term intellectual reserves that are available to these
residents.

MOOD/BEHAVIOR

Specific treatments for behavioral distress, as well as treatments for delirium, can lessen and
even cure the behavioral problem. At the same time, however, some behavior problems will
not be reversible, and staff should be prepared (and encouraged) to learn to live with their
manifestations. In some situations where problem/distressed behavior continues, staff may feel
that the behavior poses no threat to the resident’s safety, health, or activity pattern and is not
disruptive to other residents. For the resident with declining cognitive functions and a
behavioral problem, you may wish to consider the following issues:

e Have cognitive skills declined subsequent to initiation of a behavior control program (e.g.,
psychotropic drugs or physical restraints)?

e Isdecline due to the treatment program (e.g., drug toxicity or negative reaction to physical
restraints)?

e Have cognitive skills improved subsequent to initiation of a behavior control program?

e Has staff assistance enhanced resident self-performance patterns?
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CONCURRENT MEDICAL PROBLEMS

Major Concurrent Medical Problems

Identifying and treating health problems can positively affect cognitive functioning and the
resident’s quality of life. Effective therapy for congestive heart failure, chronic obstructive
pulmonary disease, and constipation can lead, for example, to functional and cognitive
improvement. Comfort (pain avoidance) is a paramount goal in controlling both acute and
chronic conditions for cognitively impaired residents. Verbal reports from residents should be
one (but not the only) source of information. Some residents will be unable to communicate
sufficiently to pinpoint their pain.

FAILURE TO THRIVE

Cognitively impaired residents can reach the point where their accumulated
health/neurological problems place them at risk of clinical complications (e.g., pressure ulcers)
and death. As this level of disability approaches, staff can review the following:

e Do emotional, social, and/or environmental factors play a key role?

e If aresident is not eating, is this due to a reversible mood problem, a basic personality
problem, a negative reaction to the physical and interactive environment in which eating
activity occurs; or a neurological deficit such as deficiency in swallowing or loss of hand
coordination?

e Could an identified problem be remedied through improved staff education -- trying an
antidepressant medication, referral to OT for training or an innovative counseling
program?

e If causes cannot be identified, what reversible clinical complication can be expected as
death approaches (e.g., fecal impaction, UTI, diarrhea, fever, pain, pressure ulcers)?

e What interventions are or could be in place to decrease complications?

FUNCTIONAL LIMITATIONS

Extent and Rate of Change of Resident Functional Abilities

Functional changes are often the first concrete indicators of cognitive decline and suggest the
need to identify reversible causes. You may find it helpful to determine the following:

e To what extent is resident dependent for locomotion, dressing and eating?

e Could the resident be more independent?

e Isresident going downhill (e.g., experiencing declines in bladder continence, locomotion,
dressing, vision, time involved in activities)?
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SENSORY IMPAIRMENTS

Perceptual Difficulties

Many cognitively impaired residents have difficulty identifying small objects, positioning a
plate to eat, or positioning the body to sit in a chair. Such difficulties can cause a resident to
become cautious and ultimately cease to carry out everyday activities. If problems are vision-
based, corrective programs may be effective. Unfortunately, many residents have difficulty
indicating that the source of their problem is visual. Thus, the cognitively impaired can often
benefit if tested for possible visual deficits.

Ability to Communicate

Many individuals suffering from cognitive deficits seem incapable of meaningful
communication. However, many of the seemingly incomprehensible behaviors (e.g.,
screaming, aggressive behavior) in which these individuals engage may constitute their only
form of communication. By observing the behavior and the pattern of its occurrence, one can
frequently come to some understanding of the needs of individuals with dementia. For
example, residents who are restrained for their own safety may become noisy due to bladder or
bowel urgency.

e Isresident willing/able to engage in meaningful communication?

e Does staff use non-verbal communication techniques (e.g., touch, gesture) to encourage
resident to respond?

MEDICATIONS

Psychoactive and other medications can be a factor in cognitive decline. If necessary, review
Psychotropic Drug Use RAP.

INVOLVEMENT FACTORS

Opportunities for Independent Activity

Staff can encourage residents to participate in the many available activities, and staff can guard
against assuming an overly protective attitude toward residents. Decline in one functional
area does not indicate the need for staff to assume full responsibility in that area nor
should it be interpreted as an indication of inevitable decline in other areas. Review
information in the MDS when considering the following issues:

e Are there factors that suggest that the resident can be more involved in his/her care (e.g.,
instances of greater self-performance; desire to do more independently; retained ability to
learn; retained control over trunk, limbs, and/or hands)?

e Can resident participate more extensively in decisions about daily life?
e Does resident retain any cognitive ability that permits some decision-making?
e Is resident passive?
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e Does resident resist care?
e Are activities broken into manageable subtasks?

Extent of Involvement in Activities of Daily Life

Programs focused on physical aspects of the resident’s life can lessen the disruptive symptoms
of cognitive decline for some residents. Consider the following:

e Are residents with some cognitive skills and without major behavioral problems involved
in the life of the facility and the world around them?

e Can modifying task demands, or the environmental circumstances under which tasks are
carried out, be beneficial?

e Are small group programs encouraged?

e Are special environmental stimuli present (e.g., directional markers, special lighting)?

o Does staff regularly assist residents in ways that permit them to maintain or attain their
highest predictable level of functioning (e.g., verbal reminders, physical cues and
supervision regularly provided to aid in carrying out ADLs; ADL tasks presented in
segments to give residents enough time to respond to cues; pleasant, supportive
interaction)?

e Hasthe resident experienced a recent loss of someone close (e.g., death of spouse, change
in key direct care staff, recent move to the nursing facility, decreased visiting by family and
friends)?
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2. COGNITIVE LOSS/DEMENTIA RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

A cognitive loss/dementia problem suggested if
one or more of following present:

e Short-Term Memory Problem
[B2a =1]

e Long-Term Memory Problem
[B2b =1]

e Impaired Decision-Making®
[B4=1,2, o0r3]

e Problem Understanding Others®
[C6=1,2,0r3]

@ Note: Code B4 = 3 also triggers on the ADL
(Maintenance) RAP.

®) Note:  These codes also trigger on the
Communication RAP.
This page reviced- April 2004
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Factors to review for relationship to cognitive
loss:

¢ Neurological -
MR/DD Status [AB10], Delirium [B5], Cognitive
Decline [B6], Alzheimer’s or Other Dementias [11q,
11u].

Confounding problems that may
resolution or suggest reversible causes:

require

e Mood/Behavior —
Depression, Anxiety, Sad Mood or Mood Decline
[E1, E2, E3], Behavioral Symptoms or Behavioral
Decline [E4, E5], Anxiety Disorder [l1dd],
Depression [l1ee], Manic Depressive Disorder
[11ff], Other Psychiatric Disorders [11gg, J1e, J1i].

e Concurrent Medical Problems —
Constipation [H2b], Diarrhea [H2c], Fecal
Impaction [H2d], Diabetes [11a], Hypothyroidism
[I1c], CHF [I1f] Other Cardiovascular Disease
[11k], Asthma [l11hh], Emphysema/COPD [I1ii],
Cancer [I11pp], UTI [12j], Pain [J2].

e Failure to Thrive —
Terminal Prognosis [J5c], Low Weight for Height
[K2a,b], Weight Loss [K3a], Resident Status
Deteriorated Since Last Assessment [Q2].

e Functional Limitations —

ADL Impairment [G1], ADL Task Segmentation
[GT7], Decline in ADL [G9], Decline in Continence
[H4].

e Sensory Impairment —

Hearing Problems [C1], Speech Unclear [C5],
Rarely/Never Understands [C6], Visual Problems

[D1], Skin Desensitized to Pain/Pressure [M4e].

e Medications —

Antipsychotics [O4a], Antianxiety
Antidepressents [O4c], Diuretics [O4e].

[O4b],

e Involvement Factors —
New Admission [AB1], Withdrawal from Activities
[Elo], Participates in Small Group Activities [F1f,
N3b, record], Staff/Resident Believe Resident Can
Do More [G8a,b], Trunk, Limb or Chair Restraint
[P4c,d.e].
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3. RESIDENT ASSESSMENT PROTOCOL: VISUAL FUNCTION

I. PROBLEM

The aging process leads to a gradual decline in visual acuity: a decreased ability to focus on
close objects or to see small print, a reduced capacity to adjust to changes in light and dark,
and diminished ability to discriminate color. The aged eye requires about 3-4 times more light
in order to see well than the young eye.

The leading causes of visual impairment in the elderly are macular degeneration, cataracts,
glaucoma, and diabetic retinopathy. In addition, visual perceptual deficits (impaired
perceptions of the relationship of objects in the environment) are common in the nursing
facility population. Such deficits are common consequence of cerebrovascular events and are
often seen in the late stages of Alzheimer’s disease and other dementias. The incidence of all
these problems increases with age.

In 1974, 49% of all nursing facility residents were described as being unable to see well
enough to read a newspaper with or without glasses. In 1985, over 100,000 nursing facility
residents were estimated to have severe visual impairment or no vision at all. Thus vision loss
is one the most prevalent losses of residents in nursing facilities. A significant number of
residents in any facility may be expected to have difficulty performing tasks dependent on
vision as well as problems adjusting to vision loss.

The consequences of vision loss are wide-ranging and can seriously affect physical safety, self-
image, and participation in social, personal, self-care, and rehabilitation activities. ThisRAPis
primarily concerned with identifying two types of residents: 1) Those who have treatable
conditions that place them at risk of permanent blindness (e.g., Glaucoma: Diabetes, retinal
hemorrhage); and 2) those who have impaired vision whose quality of life could be improved
through use of appropriate visual appliances. Further, the assumption is made that residents
with new acute conditions will have been referred to follow-up as the conditions were
identified (e.g., sudden loss of vision; recent red eye; shingles; etc). To the extent that this did
not occur, the RAP KEY follow-up questions will cause staff to ask whether or not such a
referral should be considered.

Il. TRIGGERS

An acute, reversible (R) visual function problem or the potential for visual improvement (1)
suggested if one or more of following present:

e Side Vision Problem (Reverse)
[D2a = checked]

e Cataracts (Reverse)
[11jj = checked]
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e Glaucoma (Reverse)
[1111 = checked]

e Vision Impaired (Improve)
[D1=1,2, 3]

I1l. GUIDELINES
Visual impairment may be related to many causes, and one purpose of this section is to screen
for the presence of major risk factors and to review the resident’s recent treatment history.
This section also includes items that ask whether the visually impaired resident desires or has a

need for increased functional use of eyes.

Eye Medications

Of greatest importance is the review of medications related to glaucoma (phospholine iodide,
pilocarpine, propine, epinephrine, Timoptic or other Beta-Blockers, diamox, or Neptazane).

e Isthe resident receiving his/her eye medication as ordered?
e Does the resident experience any side effects?

Diabetes, Cataracts, Glaucoma, or Macular Degeneration

Diabetes may affect the eye by causing blood vessels in the retina to hemorrhage (retinopathy).
All these conditions are associated with decreased visual acuity and visual field deficits. If
resident is able to cooperate it is very possible to test for glaucoma and retinal problems.

Exam by Ophthalmologist or Optometrist Since Problem Noted

e Has the resident been seen by a consultant?

e Have the recommendations been followed (e.g. medications, refraction [new glasses],
surgery)?

e Is the recommendation compatible with the resident’s wishes (e.g., medical rehab. vs.
surgery)?

If Neurological Diagnosis or Dementia Exam by Physician Since Problem Noted

Check the medical record to see if a physician has examined the resident for visual/perceptual
difficulties. Some residents with diseases such as myasthenia gravis, stroke, and dementia will
have such difficulties associated with central nervous system in the absence of diseases of the
eye.
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Sad or Anxious Mood

Some residents, especially those in a new environment, will complain of visual difficulties.
Visual disorganization may improve with treatment of the sad or anxious mood.

Appropriate Use of Visual Appliances

Residents may have more severe visual impairment when they do not use their eyeglasses.
Residents who wear reading glasses when walking, for example, may misperceive their
environment and bump into objects or fall.

o Areglasses labelled or color-coded in a fashion that enables the resident/staff to determine
when they should be used?
Are the lenses of glasses clean and free of scratches?
Were glasses recently lost? Were they being recently used, and now they are missing?

Functional Need for Eye Exam/New Glasses

Many residents with limited vision will be able to use the environment with little or no
difficulty, and neither the resident nor staff will perceive the need for new visual appliances. In
other circumstances, needs will be identified, and for residents who are capable of participating
in a visual exam, new appliances, surgery to remove cataracts, etc., can be considered.

e Does resident have peripheral vision or other visual problem that impedes his/her ability to
eat food, walk on the unit, or interact with others?
Is residents’s ability to recognize staff limited by a visual problem?
If resident is having difficulty negotiating his environment or participating in self-care
activities because of visual impairment has he/she been referred to low vision services?
Does resident report difficulty seeing TV/reading material of interest?
Does resident express interest in improved vision?
Has resident refused to have eyes examined? How long ago did this occur? Has it occurred
more than once?

Environmental Modifications

Residents whose vision cannot be improved by refraction, or medical and/or surgical
intervention may benefit from environmental modifications.

e Does the resident’s environment enable maximum visual function (e.g., low-glare floors
and table surfaces, night lights)?

e Has the environment been adapted to resident’s individual needs (e.g., large print signs
marking room, color coded tape on dresser drawers, large numbers on telephone, reading
lamp with 300 watt bulb)? Could the resident be more independent with different visual
cues (e.g., labeling items, task segmentation) or other sensory cues (e.g., cane for
recognizing there are objects in path)?
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Acute Problems that May Have Been Missed: Eye Pain, Blurry Vision, Double Vision, or
Sudden Loss of Vision

These symptoms are usually associated with acute eye problems.

e Has resident been evaluated by a physician or ophthalmologist?

Residents with communication impairments may be very difficult to assess. Residents who are
unable to understand others may have problems following the directions necessary to test
visual acuity.
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3. VISUAL FUNCTION RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

An acute, reversible visual function problem or
the potential for visual improvement suggested if
one or more of following present:

e Side Vision Problem (Reverse)
[D2a = checked]

e Cataracts (Reverse)
[11jj = checked]

o Glaucoma (Reverse)
[11Il = checked]

e Vision Impaired (Improve)
[D1=1,2,3]

Revised—December 2002

Issues and problems to be reviewed that may
suggest need for intervention:

Eye Medications [from record].

Diabetes [l1a], Cataracts [I1jj], Glaucoma
[1111], Macular Degeneration [I11mm].

Exam by Ophthalmologist Since Problem
Noted [from record].

Neurological Diagnosis or Dementia [11q to
I1cc].

Indicators of Depression, Anxiety, Sad Mood
[E1].

Appropriate Use of Visual Appliances [D3;
from record observation].

Functional Need for Eye Exam/New Glasses
[from observation].

Environmental Modifications [from record,
observation].

Other Acute Problems: Eye Pain, Blurry
Vision, Double Vision, Sudden Loss of Vision
[from record, observation].
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4. RESIDENT ASSESSMENT PROTOCOL: COMMUNICATION

I. PROBLEM

Good communication enables residents to express emotion, listen to others, and share
information. It also eases adjustment to a strange environment and lessens social isolation and
depression.

EXPRESSIVE communication problems include changes/difficulties in: speech and voice
production, finding appropriate words, transmitting coherent statements, describing objects and
events, using nonverbal symbols (e.g., gestures), and writing. RECEPTIVE communication
problems include changes/difficulties in: hearing, speech discrimination in quiet and noisy
situations, vocabulary comprehension, vision, reading, and interpreting facial expressions.

When communication is limited, assessment focuses on reviewing several factors: underlying
causes of the deficit, the success of attempted remedial actions, the resident’s ability to
compensate with nonverbal strategies (e.g., ability to visually observe nonverbal signs and
signals), and the willingness and ability of staff to engage with residents to ensure effective
communication. As language use recedes with dementia, both the staff and the resident must
expand their nonverbal communication skills -- one of the most basic and automatic of human
abilities. Touch, facial expression, eye contact, tone of voice, and posture all are powerful
means of communicating with the demented resident, and recognizing and using all practical
means is the key to effective communication.

Il. TRIGGERS

Potential for improved communication suggested if one or more of following present:

e Hearing Problem

[C1=1,2 3]

e Problem Making Self Understood*
[C4=1,2 3]

e Problem Understanding Others
[C6=1,2, 3]

* Note: Thise code also triggers on the Cognitive Loss/Dementia RAP.

I11. GUIDELINES

The communication trigger suggests residents for whom a corrective communication treatment
program may be beneficial. Specify those residents with potentially correctable problems. An
effective review requires a special effort by staff to overcome any preconceived notions or
fixed perceptions they may have about the resident’s probable responsiveness to treatment.
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These perceptions may be based on the failure of prior treatment programs, as well as on
assumptions that may not have been recently tested about the resident’s unwillingness to begin
a corrective program.

Review items listed on the RAP KEY as follows:

Confounding Problems

As these confounding problems lessen or further decline is prevented, the resident’s
communication abilities should be reviewed.

Components of Communication

Details of resident strengths and weaknesses in understanding, hearing, and expression are the
direct or indirect focus of any treatment program.

Factors to Review for Possible Relationship to Communication Problems:

e For chronic conditions that are unlikely to improve, consider communication treatments or
interventions that might compensate for losses (e.g., for moderately impaired residents
with Alzheimer’s, the use of short, direct phrases and tactile approaches to communication
can be effective).

e Are there acute or transitory conditions which, if successfully resolved, may result in
improved ability to communicate?

e Are medications in use that could cause or complicate communication deficits, where
titration or substitution may result in improved ability to communicate?

e Are opportunities to communicate limited in ways that could be remedied -- e.g.,
availability of partners?

Clarifying Issues:

Treatment/Evaluation History

e Has resident received an evaluation by an audiologist or speech-language pathologist?
How recently?

e Has the resident’s condition deteriorated since the most recent evaluation?

e If such an evaluation resulted in a plan of care, has it been followed as specified?
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4. COMMUNICATION RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Potential for improved communication suggested
if one or more of following present:

e Hearing Problem
[C1=1,2,3]

e Problem Making Self Understood
[C4=1,2,3]

¢ Problem Understanding Others*
[C6=1,2,3]

* Note: Thise code also triggers on the Cognitive
Loss/Dementia RAP.
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Confounding problems that may require
resolution:

e Decline in Cognitive Status [B6]
e Increased Mood problems [E3]
e Decline in ADL Status [G9]

Components of communication to be considered:

e Hearing [C1].

e Communication Devices/Modes of Expression
[C2, C3]

e Decline in Communication/Hearing [C7]

e Medical Status of Ear — Discharges, Cerumen
Accumulation, Hearing Changes [from record
or exam]

e Vision [D1]

Factors to be reviewed for possible relationship to
communication problems:

e Chronic Conditions — Alzheimer’s or Other
Dementia [l1qg, 11u], Aphasia [I1r], CVA
[11t], Parkinson’s [11y], Psychiatric Disorders
[Ildd to I1gg], Asthma [l1lhh],
Emphysema/COPD [I1ii], Cancer [11pp]

e Transitory Conditions — Delirium [B5],
Infections [12], Acute Episode [J5b]

e Medications - Psychotropic [04a-d],
Narcotics, Parkinson’s Meds, Gentamycin,
Tobramycin, Aspirin Toxicity [from record]

e Opportunities to Communicate -
Quality/Quantity of Communication is (or is
not) Commensurate with Apparent Ability to
Communicate [staff judgement]

Clarifying issues to be considered:

e Memory [B2, B3].

e Recent  audiology/language
evaluation [P1ba; from record]

e Resident’s condition deteriorated since last
assessment [Q2]

pathology
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5. RESIDENT ASSESSMENT PROTOCOL:
ACTIVITIES OF DAILY LIVING - FUNCTIONAL REHABILITATION
POTENTIAL

I. PROBLEM

Personal mastery of ADL and mobility are as crucial to human existence in the nursing facility
as they are in the community. The nursing facility is unique only in that most residents require
help with self-care functions. ADL dependence can lead to intense personal distress --
invalidism, isolation, diminished self-worth, and a loss of control over one’s destiny. As
inactivity increases, complications such as pressure ulcers, falls, contractures, and muscle
wasting can be expected.

The ADL RAP assists staff in setting positive and realistic goals, weighing the advantages of
independence against risks to safety and self-identity. In promoting independence staff must
be willing to accept a reasonable degree of risk and active resident participation in setting
treatment objectives.

Rehabilitative goals of several types can be considered:

To restore function to maximum self-sufficiency in the area indicated;

To replace hands-on assistance with a program of task segmentation and verbal cueing;
To restore abilities to a level that allows the resident to function with fewer supports;

To shorten the time required for providing assistance;

To expand the amount of space in which self-sufficiency can be practiced;

To avoid or delay additional loss of independence; and

To support the resident who is certain to decline in order to lessen the likelihood of
complications (e.g., pressure ulcers and contractures).

Il. TRIGGERS
The two MDS trigger categories (A and B) suggest the types of residents for who special care
interventions may be most important. Such residents may have either the need and potential to
improve (Rehabilitation) or the need for services to prevent decline (Maintenance).

ADL TRIGGERS A (Rehabilitation)

Rehabilitation/restorative plans suggested if one or more of following present:

e Bed Mobility - Not Independent
[GlaA = 1-4]®

e Transfer - Not Independent
[G1bA =1-4]

e Walk in Room - Not Independent
[G1cA = 1-4]
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e Walk in Corridor - Not Independent

[G1dA =1-4]

e Locomotion on Unit - Not Independent
[GleA=1-4]

e Locomotion off Unit - Not Independent
[G1fA = 1-4]

e Dressing - Not Independent
[G1lgA =1-4]

e Eating - Not Independent
[G1hA =1-4]

e Toilet Use - Not Independent
[GliA=1-4]

e Personal Hygiene - Not Independent
[G1jA = 1-4]

e Bathing - Not Independent
[G2aA = 1-4]

e Resident believes he/she is capable of increased independence in at least some ADLs
[G8a = checked]

o Staff believe resident is capable of increased independence in at least some ADLs
[G8b = checked]

ADL TRIGGERS B (Maintenance)

Maintenance/Complication Avoidance Plan Suggested If: [Note: When both triggers present
(A & B), B takes precedence in the RAP Review]

e No ability to make decisions
[B4 =3]®

@ Note: Codes 2,3, and 4 also trigger on the Pressure Ulcer RAP.
®) Note: This code also triggers on the Cognitive Loss/Dementia RAP.

I11. GUIDELINES

Base an approach to a resident’s ADL difficulty on clinical knowledge of:

e The causes of dependence;
e The expected course of the problem(s); and
e Which services work or do not work.

The MDS goal is to assist the clinician in identifying residents for whom
rehabilitative/restorative goals can be reasonably established. Many ADL-restricted residents
can regain partial ability for self-care. Certain types of disease-generated losses will respond
to therapy. In addition, the removal of inappropriate restraints and the close monitoring of
potentially toxic medications can often result in increased functioning.
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Use the items in the ADL RAP KEY to consider the resident’s risk of decline and chance of
rehabilitation. Responses to these items permit a focused approach to specific ADL deficits
(i.e., selecting and describing the specific ADL areas where decline has been observed or
improvement is possible). The first thing that needs to be considered is the possible presence
of confounding problems that may require resolution before rehabilitation goals can be
reasonably attempted.

The second task is to clarify the resident’s potential for improved functioning. The clinician
might find the following sequence of questions useful in initiating an evaluation:

e Does the resident have the ability to learn? To what extent can the resident call on past
memory to assist in current problem-solving situations?

e What is the resident’s general functional status? How disabled is the resident, and does

status vary?

Is mobility severely impaired?

Is trunk, leg, arm and/or hand use severely impaired?

Avre there distinct behavioral problems?

Are there distinct mood problems?

Is the resident motivated to work at a rehabilitative program?

Where rehabilitation goals are envisioned, use of the ADL Supplement will help care planners
to focus on those areas that might be improved, allowing them to choose from among a
number of basic tasks in designated areas. Part 1 of the Supplement can assist in the
evaluation of all residents triggered into the RAP. Part 2 of the Supplement can be helpful for
residents with rehabilitation potential (ADL Triggers A), to help plan a treatment program.
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ADL SUPPLEMENT
(Attaining maximum possible Independence)

PART 1: ADL Problem Evaluation

S
INSTRUCTIONS: Q
: € Y N Q-
For those triggered - & eo O & & &
. , S N 2 S o S
In areas physical help provided, (g) /& > OO Q§ )
indicate reason(s) for this help. QQ‘ Q,?‘ ,\O \/O A Q,‘?“
Mental Errors:
Sequencing problems, incomplete
performance, anxiety limitations, etc.
Physical Limitations:
Weakness, limited range of motion,
poor coordination, visual impairment,
pain, etc.
Facility Conditions:
Policies, rules, physical layout, etc.
PART 2: Possible ADL Goals If wheelchair,
’ check: |:|
INSTRUCTIONS: Locates/ Goes to toilet [ Walks in Opens/
For those considered for selects/ Goes to tub/ | (include room/ Positions self | pours/
rehabilitation or decline obtains shower commode/ nearby in preparation | unwraps/
prevention treatment - clothes urinal at night) cuts etc.
Indicate specific type of ADL activity Turns on Removes/ Walks on
- i Grasps/puts Grasps
that might require: water/ opens unit Approaches .
on upper/ . . . utensils and
adjusts clothes in chair/bed
. . lower body . cups
1. Maintenance to prevent decline. temperature [ preparation |:|
2. Treatment to achieve highest Walks Prepares Scoops/
practical selfsufficiency (selecting | Manages throughout chair/bed spears food
ADL abilities that are just above | snhaps, Lathers body Trar_1_sfers/ building (uses | (locks pad, (uses fingers
. . (except back) | positions self
those the resident can now zippers, etc. elevator) moves when
perform or participate in). covers) necessary)
Puts on in Eliminates Walks Transfers Chews,
correct Rinses body |. . outdoors (stands/sits/ drinks,
into toilet )
order |:| lifts/turns) swallows
Grasps, Dries with Tears/uses Walks on Repositions/ Repeats until
removes each paper to clean | uneven food
. towel arranges self
item self surfaces consumed
Replaces Uses napkins
clothes Other Flushes Other Other cleans self
properly |:|
Adjusts
Other clothes, Other
washes
hands
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5. ADL FUNCTIONAL/REHABILITATION POTENTIAL RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

ADL TRIGGERS A (Rehabilitation)

Rehabilitation/restorative plans suggested if one
or more of following present:

o Bed Mobility — Not Independent
[GlaA = 1-4]®

o Transfer — Not Independent
[G1bA =1-4]

e Walk in Room — Not Independent
[GlcA=1-4]

e Walk in Corridor — Not Independent
[G1ldA =1-4]

e Locomotion On Unit — Not Independent
[GleA=1-4]

e Locomotion Off Unit — Not Independent
[G1fA=1-4]

o Dressing — Not Independent
[GlgA =1-4]

e Eating — Not Independent
[G1hA =1-4]

o Toilet Use — Not Independent
[GliA=1-4]

o Personal Hygiene — Not Independent
[GljA=1-4]

¢ Bathing — Not Independent
[G2A =1-4]

o Resident Believes He/She is Capable of

Increased Independence in at Least Some ADLs

[G8a = checked]

o Staff Believes Resident is Capable of Increased

Independence in at Least Some ADLS

[G8b = checked]

ADL TRIGGERS B (Maintenance)

Maintenance/complication  avoidance plan
suggested if: [Note: When both triggers present (A
& B), B takes precedence in the RAP Review]

o Severely imEaired decision-making
[B4=3]®

@ Note: Codes 2, 3 and 4 also trigger on the Pressure
Ulcer RAP.

®) Note: This code also triggers on the Cognitive
Loss/Dementia RAP.

Revised—December 2002

Confounding problems that

resolution:

may require

Delirium [B5]

Persistent Mood Problem [E2]

Decline in Mood [E3]

Daily Behavioral Symptoms [E4]

Decline in Behavior [E5]

Unstable/Acute Health Problem [J5a,b]

Use of Psychoactive Medications [O4a,b,c,d]
Resident Status Deteriorated Since Last
Assessment [Q2]

Clarifying issues to be considered:

e Ability to Make Decisions [B4]

e Prior Improvement in Cognition,
Behavior, or ADLs [B6, E3, E5, G9]

e Communication [C]

e Vision [D]

e Test for Balance, Functional Limitation in
Range of Motion [G3, G4]

Mood,

Complete ADL Supplement Part | for all
triggered residents (see RAI training manual).

For a resident with rehabilitation potential,
complete ADL Supplement Part 2 (see RAI
training manual).

o Staff/Resident Believe Resident Could Be More
Independent [G8a,b]
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6. RESIDENT ASSESSMENT PROTOCOL.:
URINARY INCONTINENCE AND INDWELLING CATHETER

I. PROBLEM

Urinary incontinence is the inability to control urination in a socially appropriate manner.
Nationally, approximately 50% of nursing facility residents are incontinent. Incontinence
causes many problems, including skin rashes, falls, isolation, and pressure ulcers, and the
potentially troubling use of indwelling catheters. Inaddition, continence is often an important
goal to many residents, and incontinence may affect residents’ psychological well-being and
social interactions. Urinary incontinence is curable in many elderly residents but realistically
not all will benefit from an evaluation. Catheter use increases the risk of life-threatening
infections, bladder stones and cancer. Use of catheters also contributes to patient discomfort
and the needless use of toxic medications often required to treat the associated bladder spasms.
For many (but not all) residents, urinary incontinence is curable, and safer and more
comfortable approaches are often practical for residents with indwelling catheters.

This RAP, the purpose of which is to improve incontinence, goes far beyond bladder
training. Even if a patient is not believed to be a candidate for bladder training, the
assessment should still be done since many other treatable conditions may be found, the
treatment of which will not only improve incontinence, but the overall quality of life for
the patient.

The goal of this assessment is to detect reversible causes of incontinence, such as infections
and medications, and situationally induced incontinence; to identify individuals whose
incontinence is caused by harmful conditions such as bladder tumors or spinal cord diseases;
and to consider the appropriateness of catheter use. Staff judgment is clearly required to
realize these aims. Detailed instructions are provided to facilitate this clinical process.

Continence depends on many factors. Urinary tract factors include a bladder that can store and
expel urine and a urethra that can close and open appropriately. Other factors include the
resident’s ability (with or without staff assistance) to reach the toilet on time (locomotion),
his/her ability to adjust clothing so as to toilet (dexterity), cognitive function and social
awareness (e.g., recognizing the need to void in time and in an appropriate place), and the
resident’s motivation. Fluid balance and the integrity of the spinal cord and peripheral nerves
will also have an effect on continence. Change in any one of these factors can result in
incontinence, although alterations in several factors are common before incontinence develops.

Il. TRIGGERS

Incontinence care plan suggested if one or more of following present:

e [ncontinent 2+ Times a Week
[Hib =2, 3 or 4]
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e Use of External (Condom) Catheter
[H3c = checked]
e Use of Indwelling Catheter
[H3d = checked]
e Use of Intermittent Catheter
[H3e = checked]
e Use of Pads/Briefs
[H3g = checked]

I11. GUIDELINES

For residents with incontinence (including those with condom catheters), all MDS items
described in Section A should be addressed, unless exclusionary criteria have been met. If
incontinence persists, complete Section B and, if necessary, Section C. For residents with
indwelling catheters, first complete Sections A and B and then complete Section D.

A. ITEMS NECESSARY TO EVALUATE INCONTINENCE OR NEED FOR
CATHETER

Review the reversible problems listed on the RAP KEY. Virtually all are easily diagnosed,
and their treatment will improve not only incontinence but functional status as well. Also,
most of these factors can be identified by a nurse, but some will take a physician’s order to
carry out.

UTl

Urinary tract infections are common causes of incontinence, especially new incontinence.
Therefore, they should be looked for in all residents. If a clean catch urine is not feasible
and the resident both has no memory recall and requires at least extensive assistance in
self-transfer you may choose to forego catherization to obtain a specimen, since
identification and treatment of UTIs in this population has not been shown to make a
difference.

e Send a clean catch or sterile urine specimen for microscopic analysis. If >5 WBC are
found, send a fresh and sterilely obtained specimen for urine culture. 1f UTI is found,
consider treatment.

e For residents with an indwelling catheter, a new catheter should be sterilely inserted to
obtain the specimen.

Fecal Impaction

Impaction is very common and can cause incontinence by preventing the bladder from
emptying well. Thus, check for impaction in all residents who are incontinent.

e To find bowel impaction, insert a gloved finger into resident’s rectum.
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e The finding of no stool or small amount of soft stool indicates that impaction is
unlikely to be the cause of incontinence. Arecord demonstrating that the resident has
recently passed stool is not sufficient to rule out bowel impaction.

Delirium

If Present, This is the Most Important Problem - Often when delirium is treated,
incontinence will resolve. In the meantime, regular toileting will help.

Lack of Toilet Access

Daily use of restraints can result in a resident’s inability to get to the toilet; quick staff
response is necessary. The toilet may also be too far away for a resident who does not get
adequate warning (e.g., there may not be a toilet room near the activities room).
Environmental modifications such as a bedside commode, urinal, or a room closer to the
toilet can be useful. To remain continent, residents may also require more staff support,
such as more timely responses to requests for assistance.

Immobility

Immobility may correlate with incontinence. Improving the resident’s ability in
transferring, locomotion and toileting will often reduce incontinence, as will providing
timely staff assistance when needed.

Depression

Severe depression can result in loss of the motivation to stay dry. Prompted toileting is
often helpful as a means of positive reinforcement.

Congestive Heart Failure (CHF) or Pedal Edema

CHF and pedal edema are especially troublesome when the resident is lying down: diuresis
overwhelms the bladder. Treatment of these conditions is not difficult and will improve
both incontinence and functional status.

Recent Stroke

Once the resident is stable, delirium has cleared, and locomotion has improved, continue
workup if incontinence persists. Most stroke patients are continent at this point.

Diabetes Mellitus

Diabetes with persistently high blood sugar causes fluid loss that can cause or worsen
incontinence. Treatment will improve incontinence and functional status.
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Medications

Many medications can affect the bladder or urethra and result in incontinence. Physicians
would usually discontinue suspect medication if possible, weighing the risks and benefits
of doing so. For instance, where a calcium channel blocker is used for mild hypertension,
another medication might be easily substituted; a medication for arrhythmia, however,
might not have an appropriate substitute.

e Review all medications - regularly prescribed, occasional or “PRN”, and any
nonprescribed (“over-the-counter”) medications.

Medications that can affect continence include the following classes and types of drugs:

1. Diuretics, especially those that act quickly, such as furosemide (Lasix), bumetanide
(Bumex), and metolozone (Zaroxylyn), and, less frequently, thiazide agents such as
hydrochlorothiazide.

2. Sedative hypnotics, i.e., sleeping pills and antianxiety drugs such as diazepam
(Valium), lorazepam, Xanax, Halcion, and Dalmane.

3. Any drug with anticholinergic properties:

e Antipsychotics (e.g., Haldol, Mellaril)

e Antidepressants (e.g., Elavil, Triavil)

e Narcotics (e.g., Morphine, Dilaudid, Darvon)

Medication for Parkinson’s disease (except Sinemet and Deprenyl)
Disopyramide

Antispasmodics (e.g., Donnatal, Bentyl)

Antihistamines (e.g., medications for colds)

4. Calcium channel blockers (e.g., verapamil, nimodipine, nicardipine, nifedipine, and
diltiazem).

5. Drugs that affect the sympathetic nervous system:

e Alpha blockers (e.g., prazosin and phenoxybenzamine)
e Alpha stimulants (e.g., ephedrine, pseudoephedrine, phenylpropanolamine, and
nosedrops)

B. OTHER POTENTIAL CAUSES OR FACTORS CONTRIBUTING TO
INCONTINENCE OR USE OF CATHETERS

Much of the information asked for above will appear in a completed MDS. However,
other items of information should be obtained and reviewed if incontinence persists.
Identification and treatment of these factors will frequently not only improve incontinence,
but may prevent further deterioration such as paralysis. However, in the resident who both
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has no memory recall, requires at least extensive assistance in self-transfer, and is free of
related pain, there is, as of yet, no evidence that identification and treatment of such factors
would benefit the resident.

Pain
Pain in the bladder, related to urination, is a distinctly rare and abnormal symptom in the

incontinent patient, and often indicates another pathological process, which may be
treatable. Physician evaluation is recommended.

Excessive or Inadequate Urine Output

If daily urine output is less than 1 liter, incontinence may worsen because of very strong,
concentrated urine. A daily output over 1.5 liters can overwhelm the bladder. If present,
the identification of the underlying cause of the high urine output (e.g., diabetes, high
calcium, or excessive fluid intake) is required before restricting fluids.

e The amount of fluid excreted daily should be measured for 1 to 2 days. This can be
done using a voiding record or, if patient is severely incontinent, by inserting a
temporary catheter.

Atrophic Vaginitis

Caused by reduced amount of the female hormone estrogen, this condition causes or
contributes to incontinence in many women.

e Examine vagina for evidence of estrogen deficiency.

Optimally, a pelvic exam checks for signs of atrophic vaginitis.

If aresident is impaired, or appropriate equipment is not readily available, an exam may be
done in the resident’s bed by spreading the labia and looking inside for redness, dryness,
pinpoint hemorrhages, or easy bleeding.

e Pain or irritation during the insertion of a catheter is another useful sign of the
condition (catheterization normally may be uncomfortable, but should not be painful).
e Atrophic vaginitis can be treated with a low dose of oral conjugated estrogens.
Contraindications to estrogen therapy include a history of breast or endometrial cancer.

Abnormal Lab Values

Several conditions detectable only by laboratory tests can cause incontinence. These
include high blood calcium or glucose and Vitamin B12 deficiency. Itis also important to
check the blood urea nitrogen (BUN) or creatinine because some causes of incontinence
also can damage the kidneys. All of these tests should have been done within the last 60
days, except the B12, which should have been checked within the past 3 years.
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Serious Conditions that Cause or Accompany Incontinence (to be Considered by
Primary Doctor)

A doctor or a nurse practitioner can identify potentially life-threatening conditions that
cause or accompany urinary incontinence. These include bladder cancer or bladder stones,
prostate cancer, spinal cord or brain lesions (such as slipped discs and metastatic tumors),
poor bladder compliance, and tabes dorsalis.

e Bladder cancer or stones are suggested by the presence of any amount of blood in the
urine (even in microscopic amounts) without evidence of UTI. To investigate for
bladder cancer, the first morning urine is sent for 2 or 3 days for cytology
examinations. Residents more likely to have bladder cancer are men, smokers, and
those with suprapubic pain or discomfort, a history of work exposure to certain dyes, or
recent onset of urge incontinence. The physician will decide who is worked up or
referred to an urologist.

e Suspected prostate cancer can be detected by a rectal exam.

e Spinal cord diseases are detected by a neurological exam.

e Decreased bladder compliance can result in damage to the kidneys and should be
suspected in residents with a history of conditions that result in decreased bladder
compliance (pelvic radiation therapy, abdominal/pelvic resection, radical hysterectomy
or prostatectomy, or spinal cord disease).

e Another cause of incontinence is tabes dorsalis (an advanced stage of syphilis), which
is treatable with antibiotics.

C. FINAL EVALUATION IF INCONTINENCE PERSISTS

After the above causes of easily treatable incontinence have been eliminated and most
serious underlying conditions have been investigated, conclude the evaluation with an
assessment of the four causes of incontinence that are due to abnormalities within the
bladder itself. The following section first describes these abnormalities and then describes
the tests to detect their presence. Avariety of treatment options are available for each type
of incontinence, including treatment and care plans appropriate for every resident. In each
case, the care plan can be tailored to the needs and characteristics of the resident with
dementia, immobility, etc. Notably, bladder training and medications have been shown to
significantly improve incontinence in even severely demented residents. The options are
discussed in full detail in the educational material.

Exclusions - Although demented residents have been shown to benefit from targeted
therapy, certain patients have a low probability of responding. Therefore, if a resident has
no memory recall, is extensively dependent in self-transfer, and the facility’s ability to
toilet the resident on a regular schedule is imited, then the patient may not benefit from this
part of the evaluation, and should be managed with pads, frequent turning and changing, or
external catheters. Indications for an indwelling catheter are: the resident is in a coma or
has terminal illness, a stage 3 or 4 pressure ulcer in an area affected by the incontinence,
untreatable urethral blockage, the need for exact measurement of urine output, a history of
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being unable to void after having a catheter removed in the past, or a resident with
quad/paraplegia who failed a past attempt to remove a catheter.

The bladder abnormalities can be simply understood: either (1) the bladder contracts when
it should not (“uninhibited bladder”), abruptly soaking the patient (“urge incontinence”); or
(2) the bladder fails to contract when it should (“atonic” or underactive bladder), so that
urine builds up and spills over as “overflow incontinence.” Alternatively the urethra,
through which the bladder empties, is either (3) blocked by an obstruction (e.g., a large
prostate) or (4) unable to close tightly enough (“stress incontinence”).

By doing a “stress test” and measuring the amount of urine that remains in the bladder after
voiding (Post Void Residual -- PVR) these conditions can be separated: the uninhibited
bladder generally has little residual urine (<100 ml) and a negative stress test, while the
atonic bladder has a much larger residual (e.g., >400 ml). Women with stress incontinence
(it is rare in men) have <100 ml residual urine and a positive stress test. Men with a
blocked urethra (rare in women) have >100 ml residual urine and a negative stress test.

Post-Void Residual (PVR)

The PVR (post-void residual) is the amount of urine left in the bladder after a void.
Research has shown that many elderly people have large amounts left in the bladder after a
void, even though they demonstrate no signs of this. That is, they do not feel full or
uncomfortable, have good urine output, and do not seem to have a large bladder by
palpation or percussion. Also, in men, a high PVR can signal a variety of problems, and in
both men and women, knowledge of the PVVR can help guide the selection of medication.
Therefore, a PVR should be determined in all patients who reach this point of the
evaluation. In some cases, a physician’s order may be necessary to perform a PVR. If the
physician chooses not to allow this, it should be documented in the chart.

e When the resident feels relatively full, he/she should void as normally as possible into
a commode, bedpan, urinal, or a toilet equipped with a collection device (hat).
Measure volume voided. Within 15 minutes of voiding, under sterile conditions, insert
a nonpermanent catheter to measure the residual volume (PVR). Adding the volume
voided to PVR gives the Total Bladder Volume (TBV).

Attention to several points will ensure that the test is done correctly. First, if the resident
cannot void intentionally, do the test after an episode of incontinence. Second, after
allowing the urine to drain, apply gentle pressure with your hand to the abdomen to
increase the drainage. When the urine has stopped draining, withdraw the catheter slowly,
continuing to press on the lower abdomen. If possible, have the resident sit up during the
catheter withdrawal. Under sterile conditions, the risk of causing an infection is under 3%.
Residents with known valvular heart disease (who receive antibiotic prophylaxis for dental
work) probably should receive a dose of antibiotics before the PVR is checked.
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Kidney Ultrasound Test for Men with a PVR Greater than 100 ml

e Ultrasound of the kidneys is indicated in male residents with a PVR greater than 100 ml to
rule out hydronephrosis (inability of the kidneys to drain properly), which could be due to
bladder obstruction and result in preventable kidney damage.

This test has no risks (compared to the risk of the dye injection in an IVP). Evidence of
urine backing into the kidneys strongly suggests the need for urologic referral; if this is not
done, the resident needs chronic indwelling catheterization.

Bladder Stress Test for Female Patients

e Bladder Stress Test - When the resident has a relatively full bladder, but not a strong
urge to void, have her stand or assume as upright a position as possible, relax, and
cough vigorously or strain. The test is positive if there is immediate leakage similar in
volume and circumstance to usual incontinence. The stress test is negative if there isa
delay of more than 5 seconds, no leakage, or leakage of only a few drops, or if it is
dissimilar to the usual volume and circumstance of leakage.

e Measure void plus PVR as described above (i.e., calculate Total Bladder Volume).

e Repeat Stress Test - If the bladder stress test is negative AND the Total Bladder Volume
is less than 200 ml, another test is needed for verification. Insert a sterile catheter into
the bladder (preferably do this while the catheter for PVR measurement is still in the
bladder) and fill it with at least 200 ml of sterile water, if possible. Remove the
catheter, have the patient stand up (if possible), and repeat the stress test as above.

D. FINAL EVALUATION FOR RESIDENTS WITH INDWELLING CATHETERS

After the resident with an indwelling catheter has been treated for infection and all the
other treatable conditions listed above, a voiding trial can be attempted -- unless the
resident has terminal illness, stage 3 or 4 pressure ulcers, or untreatable urethral blockage.
This trial may reveal that the catheter is not necessary after all.

Exclusions - The resident is in a coma or has terminal illness, a stage 3 or 4 pressure ulcer
in an area affected by the incontinence, untreatable blockage, the need for exact
measurement of urine output, a history of being unable to void after having a catheter
removed in the past, or a resident with quad/paraplegia who failed a past attempt to remove
a catheter.

o If appropriate, institute a voiding trial.

(1) Before removing the catheter, record urine output every 6 hours for one or two days.
Use this record to plan when to remove the catheter so that the expected urine will
not be over 800 mls during the time of the voiding trial.
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(2) Remove catheter and observe. For example, if the resident usually puts out 500 ml
on the day shift, remove the catheter at the beginning of that shift and observe; if
resident has not voided by the end of the shift, wait until the volume gets higher, but
do not exceed a volume of 800 ml.

(3) If resident is able to void, check the PVR, as detailed in Section C.

e If volume is greater than 400 ml, reinsert indwelling catheter permanently or until
resident can be referred to a urologist.

e IfPVRIisbetween 100 and 400 ml, observe resident carefully as urinary retention may
redevelop over a few days to a few weeks. If not, check for presence of incontinence: if
present, complete Section C (above).

e If PVR is less than 100 ml, check for presence of incontinence; if present, complete
Section C (above).

(4) [Ifresident has not voided by the time the expected volume is 800 ml, and there is no
sensation of fullness, no urge to void, and no void, reinsert an indwelling catheter and
record the volume. Residents who fail the voiding trial need either urologic referral,
if appropriate, or permanent catheterization.

(5) If the resident has no memory recall, is unable to transfer independently, and has

incontinence that is resistant to all therapy for more than 2 weeks after removing the
catheter, a catheter may be reinserted if deemed appropriate by the staff.
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6. URINARY INCONTINENCE AND INDWELLING CATHETER RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Incontinence care plan suggested if one or more
of following present:
Incontinent 2+ Times a Week
[H1b =2, 3 or 4]
Use of External (Condom) Catheter
[H3c = checked]
Use of Indwelling Catheter
[H3d = checked]
Use of Intermittent Catheter
[H3e = checked]
Use of Pads/Briefs
[H3g = checked]
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Possible reversible problems to be reviewed in

evaluating incontinence or need for catheter:

e Conditions: Delirium [B5], Fecal Impactions
[H2d], Depression [l1lee], UTI [12j], Edema
[J1g].

e Environment: Locomotion [G1c,d,e,f], Lack
of access to toilet, Barriers [observation],
Restraints [P4].

e Diagnoses: Diabetes [l1a], CHF [I1f], CVA
[11t], Parkinson’s [11y].

e Medications: Diuretics [O4e], Parkinson’s
meds, Disopyramide, Antispasmodics,
Antihistamines, Drugs that stimulate or block
sympathetic nervous system, Calcium channel
blockers (verapamil, nifedipine, diltiazem),
Narcotics [from record].

e Psychoactive Medications: Anti-psychotics,

Antianxiety, Anti-depressants, Hypnotics,
[O4a,b,c,d].
Other potential factors contributing to

incontinence or use of catheter:

e Conditions: Pain [J2]; Excessive or
inadequate urine output, Atrophic
vaginitis, Cancer of bladder, prostate,
brain, or spine, tabes dorsalis [from
record or exam].

e Abnormal Lab Values: High blood
calcium, High blood glucose, Low B1»,
High BUN or Creatinine [P9; from
record].

Final evaluation if incontinence persists:

e Specific Tests: Post \Void Residual,
bladder stress test for females, reflux test
(kidney ultrasound for males with
PVR>100 ml.) [Note: Tests not indicated
when Comatose [B1] or when No memory
recall [B3e] AND Dependent in Transfer,
Locomotion [Glb,c,d,ef ] are both
present].

Final evaluation for residents with indwelling
catheters: If indwelling catheter [H3d], do Voiding
Trial unless Untreatable urethral blockage [13],
terminal illness [J5c], or stage 3 or 4 pressure ulcer
[M2a] present.
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7. RESIDENT ASSESSMENT PROTOCOL:
PSYCHOSOCIAL WELL-BEING

I. PROBLEM

Well-being refers to feelings about self and social relationships. Positive attributes include
initiative and involvement in life; negative attributes include distressing relationships and
concern about loss of status. On average, 30% of residents in a typical nursing facility will
experience problems in this area, two-thirds of whom will also have serious behavior and/or
mood problems. When such problems coexist, initial treatment is often focused on mood and
behavior manifestations. In such situations, treatment for psychosocial distress is dependent
on how the resident responds to the primary mood/behavior treatment regimen.

Il. TRIGGERS

Well-being problem (P) or need to maintain psychosocial strengths (S) suggested if one or
more of following present:

e Withdrawal from Care/Activities (Problem)*
[Elo=1,2]

e Conflict with Staff (Problem)
[F2a = checked]

e Unhappy with Roommate (Problem)
[F2b = checked]

e Unhappy with Other Resident (Problem)
[F2c = checked]

e Conflict with Family/Friends (Problem)
[F2d = checked]

e Grief Over Lost Status/Roles (Problem)
[F3b = checked]

e Daily Routine is Very Different from Prior Pattern in the Community (Problem)
[F3c = checked]

e Establishes Own Goals (Strength)

[F1d = checked]

e Strong ldentification with Past (Strength)
[F3a = checked]

* Note: This item also triggers on the Mood State RAP.

I11. GUIDELINES

Sequentially review the items found on the RAP KEY.
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Confounding Problems

Treatments for mood/behavior problems are often immediately beneficial to well-being.

e Does the resident have an increasing or persistently sad mood?

Does the resident have increasing frequency or daily disturbing behavior?

Did the mood/behavior problems appear before the reduced sense of well-being?
Has the resident’s condition deteriorated since last assessment?

Have ongoing treatment programs been effective?

Situational Factors that May Impede Ability to Interact with Others

Environmental and situational problems are often amenable to staff intervention without the
burden of staff having to “change the resident.”

e Have key social relationships been altered/terminated (e.g., loss of family member, friend
or staff)?

e Have changes in the resident’s environment altered access to others or to routine activities -
- for example, room assignment, use of physical restraints, new dining area assignment?

Resident Characteristics that May Impede Ability to Interact with Others

These items focus on areas where the resident may lack the ability to enter freely into
satisfying social relationships. They represent substantial impediments to easy interaction with
others and highlight areas where staff intervention may be crucial.

e Do cognitive/communication deficits or a lack of interest in activities impede interactions

with others?
e Does resident indicate unease in social relationships?

Lifestyle Issues

Residents can withdraw or become distressed because they feel life lacks meaning.

e Was life more satisfactory prior to entering the nursing facility?
e Isresident preoccupied with the past, unwilling to respond to the needs of the present?
e Has the facility focused on a daily schedule that resembles the resident’s prior lifestyle?

Additional Information to Clarify the Nature of the Problem

Supplemental assessment items can be used to specify the nature of the well-being problem for
residents for whom a well-being care plan is anticipated. These items represent topics around
which to phrase questions and to establish a trusting exchange with the resident. Each item
includes the positive and negative end of a continuum, representing the possible range that
staff can use in thinking about these issues. Staff can use or not use the items in this list. For
those items selected, the following issues should be considered:

Revised—December 2002 Page C-41



CMS’s RAI Version 2.0 Manual Appendix C [7. Psychosocial Well-Being]

e How do staff/resident perceive the severity of the problem?

e Has the resident ever demonstrated (while in the facility) strengths in the area under
review?

e Are corrective strategies now being used? Have they been used in the past? To what
effect?

e Isthis an area that might be improved?
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7. PSYCHOSOCIAL WELL-BEING RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Well-being problem or need to maintain
psychosocial strengths suggested if one or more
of following present:

e Withdrawal from Activities of Interest
(Problem)*
[Elo=1,2]

o Conflict with Staff (Problem)
[F2a = checked]

e Unhappy with Roommate (Problem)
[F2b = checked]

o Unhappy with Other Resident (Problem)
[F2c = checked]

e Conflict with Family/Friends (Problem)
[F2d = checked]

o Grief Over Lost Status/Roles (Problem)
[F3b = checked]

e Daily Routine is Very Different from Prior

Pattern in the Community (Problem)

[F3c = checked]

o Establishes Own Goals (Strength)
[F1d =checked]

e Strong ldentification with Past (Strength)
[F3a = checked]

* Note: This item also triggers on the Mood State
RAP.
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Confounding problems:

o Increasing/Persistent Sad Mood [E2, E3]

o Increasing/Daily Disturbing Behavior [E4, E5]

e Resident’s Condition Deteriorated Since Last
Assessment [Q2]

Situational factors that may impede ability to

interact with others:

e Loss of Family Member, Friend, or Staff Close
to Resident [F2f, from record]

o |Initial Use of Physical Restraints [P4]

o New Admission [AB1, Ada], Change in Room
Assignment [A2] or Change in Dining
Location or Table Mates [from record]

Resident characteristics that may impede ability

to interact with others:

o Delerium/Cogpnitive Decline [B5, B6]

e Communication Deficit/Decline [C4, C5, C6,
C7]

e Not at Ease Interacting with Others [F1a]

o Locomotion deficit/use of wheelchair [G1c-f,
Gb5b,c,d]

¢ Diseases that Impede Communication — Mental
Retardation [AB10], Alzheimer’s [I1q],
Aphasia [I1r], Other Dementia [I1u],
Depression [11ee]

o Uninvolved Activities [N2, N4]

Lifestyle issues:

¢ Incongruence of Current and Prior Style of Life
[AC, F3c]

e Strong Identification with Past Roles/Status
[F3a]

e Length of Time Problem Existed [from record]

Supplemental problem clarification issues (from

resident/family if necessary):

¢ Ability to Relate to Others
- Skill/unease in Dealing with Others
- Reaches Out/Distances Self
- Friendly/Unapproachable
- Flexible/Ridiculed by Others

¢ Relationships Resident Could Draw On
- Supported/lsolated
- Many Friends/Friendless

o Dealing with Grief
- Moving Through Grief/Bitter and

Inconsolable
- Religious Faith/Feels Punished
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8. RESIDENT ASSESSMENT PROTOCOL: MOOD STATE

I. PROBLEM
Depression and other mood disorders are common in nursing facility residents, but are often
under-diagnosed and under-treated. Such signs are often expressed as sad mood, feelings of
emptiness, anxiety, or uneasiness. They are also manifested in a wide range of bodily
complaints and dysfunctions, such as loss of weight, tearfulness, agitation, aches and pains.

Il. TRIGGERS

A mood problem suggested if one or more of following present:

Resident Made Negative Statements

[Ela=1,2]

e Repetitive Questions
[Elb =1, 2]

e Repetitive Verbalizations
[Elc=1, 2]

e Persistent Anger with Self or Others
[Eld =1, 2]

e Self-Deprecation
[Ele=1, 2]

e Expressions of what Appear to be Unrealistic Fears
[E1f=1, 2]

e Recurrent Statements that Something Terrible is About to Happen
[Elg=1, 2]

e Repetitive Health Complaints
[Elh =1, 2]

e Repetitive Anxious Complaints/Concerns
[Eli=1, 2]

e Unpleasant Mood in Morning
[E1lj =1, 2]

e Insomnia/Change in Usual Sleep Pattern
[Elk =1, 2]

e Sad, Pained, Worried Facial Expressions
[Ell=1, 2]

e Crying, Tearfulness
[Elm =1, 2]

e Repetitive Physical Movements®
[Eln=1, 2]

e Withdrawal from Activities of Interest®
[Elo=1, 2]
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e Reduced Social Interaction
[Elp=1, 2]

e Mood Persistence
[E2=1, 2]

@ Note: This item also triggers on the Psychotropic Drug Use RAPs when psychotropic drug
use present.
®) Note: This item also triggers on the Psychosocial Well-Being RAP.

I11. GUIDELINES

Specific conditions stated below suggest the need for an altered/new care strategy. They are
not exhaustive; other situations may arise in which staff decides that an altered care plan is
necessary. The most obvious are instances of drug-induced side effects (addressed in
Psychotropics Drug Use RAP). Residents whose mood problems do not call for care plan
alterations are those with stable behavior and no unusual confounding problems.

Many of the questions and issues that follow relate to the MDS items listed on the Mood State
RAP KEY. An altered care strategy is suggested when specified conditions are met.

Indicators of the need to consider a new/altered care strategy:

Has Mood Recently Declined or Problems Intensified?

Were mood problems present 6 months ago?

Does resident have a cyclic history of decline and improvement in mood state?

Has loss of appetite with accompanying weight loss occurred?

Has interest in activities declined, even though resident remains physically capable?

Mood Unimproved and Potentially Reversible Causes Present

Resolution of delirium (fluctuating consciousness) behavioral, relationship and/or
communication problems often affect a resident’s mood state. Only when these conditions
have been addressed can the nature of a mood problem be fully understood.

Also, consider the possible presence of other complicating factors, such as:

e Delirium.

e Review recent changes in the life of the resident (e.g., death of a child, transfer to new
environment, separation from loved ones, loss of functional abilities or change in body
image, loss of autonomy).

e Review nature and intensity of relationship and/or behavior problems.

ADL decline can be both a cause and a consequence of distressed mood. Reviewing the
sequence of ADL and mood decline may be informative. In any case, where mood seems to
impair ADL functioning, useful strategies include modifying the physical environment,
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separating the resident’s performance of ADL activities into a series of subtasks, and using
verbal reminders and cues.

e Review record to determine whether there has been a sudden onset or worsening of
cognitive symptoms or communication skills following initiation of treatment (e.g.,
medications).

e Review to determine whether or not the resident is using any medications known to cause
mood shifts, such as psychotropics; antihypertensives, such as clonidine (Catapres),
quanethedine (Ismelin), methlydopa (Aldomet), propeneral (Inderal), reserpine; cimetidine
(Tagamet); cytoxic agents; digitalis; digoxin, lanoxin; immunosuppressives; sedatives;
steroids; stimulants.

Mood Unimproved and Other Conditions to Consider

The passive resident with distressed mood may be overlooked. Such a resident may be
erroneously assumed to have no mood state problem.

e Does the resident show little/no initiative?
e Does he/she remain uninvolved in activities (alone or with others)?
e Isthe sad mood persistent?

Does Sad Mood Appear to Respond to Treatment (e.g., Drug Regimen)?

e Has the mood problem remained relatively unchanged for the last 90 days, or has it
improved with the current treatment program?

e Have there been cycles of decline and improvement?

e Is resident receiving medications and/or psychosocial therapy?

Confounding Issues:

Are There Indications of New or Intensified Problems With Conditions That May Affect
Mood Problems?

These conditions include: Alzheimer’s Disease, cancer, cardiac disease, metabolic and
endocrine disorders (e.g., hypercalcemia, Cushing’s disease, Addison’s disease, hypoglycemia,
hypokalemia, porphyria), Parkinson’s disease, stroke, or other neurological disease, and
thyroid disease.
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8. MOOD STATE RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

A mood problem suggested if one or more of
following present:

@

(b)

Resident Made Negative Statements
[Ela=1, 2]

Repetitive Questions
[Elb=1, 2]

Repetitive Verbalizations
[Elc=1, 2]

Persistent Anger with Self or Others
[Eld =1, 2]

Self Depreciation
[Ele=1,2]

Expressions of What Appear to be Unrealistic

Fears
[E1f=1, 2]

Recurrent Statements that Something Terrible is

About to Happen
[Elg=1, 2]

Repetitive Health Complaints
[Elh =1, 2]

Repetitive Anxious Complaints/Concerns
[Eli=1, 2]

Unpleasant Mood in Morning
[E1lj=1,2]

Insomnia/Change in Usual Sleep Pattern
[Elk =1, 2]

Sad, Pained, Worried Facial Expressions
[Ell =1, 2]

Crying, Tearfulness
[Elm=1, 2]

Repetitive Physical Movements®
[Eln=1, 2]

Withdrawal from Activities of Interest®
[Elo=1, 2]

Reduced Social Interaction
[Elp=1, 2]

Mood Persistence
[E2=1, 2]

Note: This item also triggers on the
Psychotropic Drug Use RAPs when
psychotropic drug use present.
Note: This item also triggers on the
Psychosocial Well-Being RAP.
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Indicators of the need to consider a new/altered
care strategy:

Mood Decline [E3]

Mood Unimproved [E3] and Reversible

Conditions Present

- Recent Move Into/Within Facililty [AB1,
Record]

- Delerium [B5] Cognitive Decline [B6],
Delusions [J1e], Hallucinations [J1i]

- Communication Decline [C7]

- Grief Due to Loss [F2f]

- ADL Decline [G9]

- Use of Meds known to cause mood shifts
(e.g., Antihypertensives,  Cimetidine,
Clonidine, Cytoxic Agents, Sigitalis,
Guanethidine, Immuno-suppressive,
Methyldopa, Nitrates, Propranolol,
Reserpine, Steroids, Stimulants)

Mood Unimproved [E3] AND Indication of

Problem with Cognitive Ability/ Memory,

Decision-Making Ability, and Ability to

Understand [B2, B4, C6] AND ANY of

Following:

- Little or No Initiative Shown [F1]

- Little or No Involvement in Activities [N2]

- No Psychotropic Medications [O4a,b,c]

- No Psychological Therapy [P1be]

Behavioral or Relationship Problems present
[E4, F2]

Confounding issues to be considered:

Communication Skills [C4, C5, C6]

Diseases: Thyroid Disease [I1b,c], Cardiac
Disease [11d-11Kk], Neurological Disease [11q
to cc], Anxiety [lI1dd], Depression [llee],
Manic Depression [I1ff], Schizophrenia
[11gg], Cancer [I1pp], Other Psychosis [13],
Hypercalcemia, Cushing’s,  Addison’s,
Hypoglycemia, Hypokalemia, Porphyria [13]
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9. RESIDENT ASSESSMENT PROTOCOL:
BEHAVIORAL SYMPTOMS

I. PROBLEM

Many residents in a nursing facility may exhibit emotional, social, and/or behavior disorders;
some have purely behavioral symptoms (i.e., wandering, verbal abuse, physically aggressive
and/or socially inappropriate behaviors). Residents with behavioral symptoms also frequently
have other related problems. Those who have behavioral symptoms may have some type or
cognitive deficit; others will have mood and/or relationship problems.

Behavioral symptoms are often seen as a source of danger and distress to the residents
themselves and sometimes to other residents and staff. It is important to address behavioral
symptoms for several reasons. Behaviors are often the only means some residents have for
communicating health problems, discomfort, personal needs, preferences, or fears. To ignore
such communication attempts by the resident may further isolate someone already burdened by
the physical and cognitive losses associated with Alzheimer’s disease or other types of
dementia. Residents with behavioral symptoms represent a risk to other residents and staff and
are much more likely to be abused or neglected.

Il. TRIGGERS

The MDS trigger items identify two types of residents for whom further review is suggested:
residents who exhibit the behavioral symptoms of wandering, being verbally abusive, being
physically aggressive and/or exhibiting socially inappropriate behavioral symptoms AND
residents who have improved behavioral symptoms but who are receiving treatment or
intervention that might mask manifestations of the behavior (e.g., decreased wandering
because resident restrained).

Review of behavior status suggested if one or more of following present:

Wandering*
[EdaA=1, 2, 3]
Verbally Abusive
[E4bA=1,2, 3]
Physically Abusive
[E4cA=1, 2, 3]
Socially Inappropriate
[E4dA =1, 2, 3]
Resists Care
[EdeA=1, 2, 3]
Behavior Improved
[E5=1]

* Note: This Item also triggers on the Fall RAP.
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I11. GUIDELINES

The items in this RAP (and in the RAP KEY) begin with those items that help to draw the
distinction between serious behavioral symptoms and others that can be more easily
accommodated. This followed by a section on potential causes or factors involved in the
manifestation of problem behaviors the resolution, of which might reduce or eliminate the
behavior(s).

EVALUATING THE SERIOUSNESS OF BEHAVIORAL SYMPTOMS

The first trigger identifies residents who currently exhibit some type of behavioral symptoms
for which additional or new treatment programs may be considered. Not all behaviors need an
extensive intervention. Some behaviors neither endanger nor distress the resident or others.
For example, many hallucinations and delusions (when not a sign of psychosis or an acute
condition such as delirium) are benign. Residents with such behavioral manifestations may be
accommodated (e.g., tolerated, behavior rechanneled or redirected) within the environment of
the nursing facility. Thus, determining whether or not a particular behavioral manifestation is a
problem is an important step and involves determining the nature and severity of the
behavior(s) in question and the effects of the behavior(s).

Observing Specific Behavioral Manifestations in the Most Recent 7-Day Period

¢ Review to determine the intensity, duration, and frequency of behavior problems over the
last 7-day and 14-day periods. Did these changes vary over time?

e Is there a pattern to the behavior manifestations based on observations over a 7-14 day
time period? (Consider such factors as time of day, nature of the environment, what the
resident and others were doing at the time the problem behavior was manifested.)

Identifying Stability/Change in the Nature of Behavioral Problems

Identifying patterns of behaviors over time may help clarify the underlying causes of problem
behaviors. For example, such a review may reveal a pattern in which a resident’s catastrophic
reactions typically occur only in the presence of a particular combination of stressors (e.g., a
person who can tolerate large groups for singing but not for meals). Similarly, observing a
resident over time may reveal that a resident’s seemingly random behaviors are associated with
particular events (e.g., yelling/screaming associated with objecting to someone changing the
channel during a favored television program; wandering associated with the need to toilet).
Addressing the causes of such patterns may reduce or eliminate the behavior.

e Howdid behavior develop over time? Were problem signs evident earlier in the resident’s
stay or even earlier in the resident’s life?

e Hasresident experienced recent changes (e.g., movement to a new unit, assignment of new
nonlicensed direct care staff to the unit, change in medication, withdrawal from a treatment
program, decline in cognitive status)?
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Determine the Ways in Which Behavior Problems Impinges on Other Functioning

Understanding that a behavior can - but does not always - interfere with a resident’s self-
performance and treatment regimens is useful in considering the need for interventions. This
view can also help to ensure that aggressive treatments or interventions (e.g., physical
restraints or antipsychotics) are not introduced simply to keep the resident “looking normal.”

e Does the behavior endanger the resident? Others? If so, in what ways does it endanger the
resident or others?

e Are behavior problems related to daily variations in functional performance? If so, how?

e Does behavior problem lead to resistance to care?

e Does it lead to difficulties dealing with people and coping in the facility?

REVIEW OF POTENTIAL CAUSES OF BEHAVIORAL SYMPTOMS

Many behaviors, however, are problematic for the resident or others. Many are directly
associated with acute health conditions, neurological diseases, or psychiatric conditions. Still
others originate in the resident’s reaction to external factors, such as psychotropic medications,
the use of physical restraints, and stressors in the environment (e.g., loud noises, changes in
familiar routines). Identifying the various factors involved in the manifestation of behavioral
symptoms is critical. Such a process may reveal conditions that can be resolved, thus
eliminating or reducing the behavioral symptoms. Further, distinguishing among potential
causes or interrelationships is essential to developing an appropriate care plan (e.g.,
distinguishing between behaviors originating with a neurological condition as contrasted to a
psychotic syndrome). Consideration of the items in the Behavioral Symptoms RAP KEY (as
well as in related RAPs as indicated) should facilitate this process.

Cognitive Status Problem Interactions

Decision-making ability is a key indicator of effective cognitive skills. Resolving acute
confusional state or delirium, a potentially reversible problem, can be critical to behavior
management. (See Delirium RAP if a diagnosis or signs and symptoms of delirium are
present.)

For many residents with chronic progressive dementia, certain behaviors may continue in spite
of remedial treatments or interventions. In some instances, the behaviors will be distressing;
however, in many instances behaviors can be accommodated. For example, many residents
who wander can be accommodated without restraints in a hazard-free environment. Similarly,
the needs and patterns of demanding residents or those with catastrophic reactions can often be
anticipated or the most disrupting reactions to the distress alleviated. The Cognitive
Loss/Dementia RAP refers to several issues that can be considered for such residents. Thus,
that RAP should be completed prior to this RAP on Behaviors for residents who have cognitive
problems.
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Presence of Mood and/or Relationship Problem Interactions

Mood and relationship problems often produce disturbed behavioral symptoms. If the
underlying problems are resolved, the behavior may lessen or stop.

e Does the resident have an unresolved mood state or relationship problem that may lead to
behavioral symptoms (e.g., anxiety disorder and agitation; depression or isolation and
verbally abusive behavior)? Refer to the Psychosocial Well-Being RAP and to the Mood
State RAP.

e Is there an association among mood state, relationship, and behavioral symptoms?

e Can a cause and effect relationship be determined?

e Does the resident experience a sense of frustration because of rejection by family? If so,
does this frustration result in the resident verbally abusing staff or other residents?

Relationship Difficulties that May Affect Behavior

e Does the presence or absence of other persons precipitate an event?

e Was a combative act prompted by paranoid delusions about another’s motives or actions?

e Did recent loss of loved one, change in staff, an intrafacility move, or placement with a
roommate with whom the resident cannot communicate lead to disruptive behavioral
symptoms?

Environmental Conditions

A review of the resident’s behaviors over time may, as noted earlier, reveal a pattern of
behaviors that helps identify the causes of the behaviors. Because environmental conditions
often have a profound effect on residents’ behaviors, these factors should be given special
consideration.

e Are staff sufficiently responsive? Do they recognize stressors for the resident and early
warning signs of problem behavior?

e Do staff follow the resident’s familiar routines?

e Do noise, crowding or dimly lit areas affect resident’s behavior?

e Are other residents physically aggressive?

llIness/Conditions

Sometimes, the onset of acute illnesses and/or the worsening of a chronic illness produce
disturbed behaviors. Often identification and treatment of the illness will resolve the problem
behavior. In addition, a resident with certain chronic conditions, particularly difficulties in
making his/her needs understood or in understanding others may also exhibit problem
behaviors that can be eliminated or reduced if more effective methods of communication are
adopted by staff and families. Sensory impairments (vision, hearing) may also produce
disruptive behaviors that would lessen or disappear if the underlying condition were addressed.
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e Can physical health factors close in time to the disturbed behavior be identified (e.g., pain
or discomfort from physical conditions such as arthritis, constipation, or headache)?

e Canthe observed behavior be associated with an acute illness (e.g., urinary tract infection,
other infections, fever, hallucinations/delusions, sleep deprivation, fall with physical
trauma, nutritional deficiencies, weight loss, dehydration/insufficient fluids, electrolyte
disorder, or acute hypotension)?

e Can the observed behavior be associated with the worsening of a chronic illness (e.g.,
congestive heart failure, diabetes, psychoses, Alzheimer’s disease or other dementia, CVA,
or hypoglycemia for a diabetic)?

e What was the role of impaired hearing, vision, or ability to communicate or understand
others?

Current Treatment/Management Procedures: Positive and Negative Consequences

A number of treatment or management interventions may affect a resident’s behavior. Some
may have had a positive effect, while others may exacerbate existing behavioral symptoms - or
produce new problems. Both are important to consider in reaching a decision about whether or
not to proceed with a care plan intervention. For example, review the resident’s interest in, use
of, or participation in psychological treatment program(s). This review will be especially
important for residents who have recently experienced improved behavioral status. For some
residents and some management programs, continuation of treatments may be central to
maintaining their newfound control. In other cases, either the interventions can be reduced (at
least on a trial basis), or the side effects of the intervention may be so severe that alterations in
the treatment regimen should be considered. For example, a drug or restraint program may
result in increased confusion and agitation, reduced ADL self-performance, a decline in mood,
or a general decrease in the quality of life for the resident. On the other hand, breaking tasks of
daily life down into smaller steps that the resident can comprehend and perform may reduce
stress and prevent problem behavior.

e Has the resident been evaluated by a psychiatrist, etc.? When?

e Are there indicators that treatments have helped resident gain increased control over life?
What were they?

e Can improvement be attributed to an identifiable treatment?

¢ If behavioral symptoms have decreased, can medication or behavior management programs
be withdrawn?

e Isthe onset or change of behaviors associated with the start of (or change in prescription
of) a medication(s)?

e Isthe behavior associated with the use of a physical restraint (e.g., increased agitation and
anger)?

e Has the resident received care in a specially designed therapeutic unit?

e Are there special staff training/support programs that focus on managing behavioral
symptoms?

e What disciplines are involved? How frequent/consistent is the training?

e Has task segmentation been used to maximize resident involvement?
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9. BEHAVIORAL SYMPTOMS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES

Review of behavior status suggested if one or Review and describe behavioral symptoms:

more of following present: . . .
e Evaluating the Seriousness and Stability/

o Wandering* Change of Behavioral Symptoms - Review of
[E4aA=1,2,3] intensity, duration, frequency and, if any,
” pattern of behaviors, their development over

e \erbally Abusive time, and their effect on the resident and others

[E4bA =1,2, 3]_ [E4aB, E4bB, E4cB, E4dB, E4eB, from
o Physically Abusive record]
[E4cA=1, 2, 3]
e Socially Inappropriate Review potential causes that would be addressed
[E4dA=1, 2, 3] or resolved:
¢ Resists Care

h e Cognitive Status Problems - Delirium [B5],
[E4eA_— 1,2,3] Alzheimer’s Disease [11q] or Other Dementia

* Behavior Improved [11u], Effects of Stroke [C4, C5, C6, G5, G6,
[E5S-1] I1r, 11t]

e Mood or Relationship Problems - Sad or
Anxious Mood [E1], Unsettled Relationships
[F2], Psychiatric Diagnosis [11dd, I1ee, I1ff,
11g9]

¢ Environmental Conditions - Departure from
Resident’s Normal Routines Prior to Entering
Facility [F3c], Staff Responses, Presence of
Stressful Conditions of Physically Aggressive
Resident [from record, interviews with staff,
resident]

¢ lllness/Conditions - Onset of Acute IlIness,
Worsening of Chronic Iliness [J5a,b], and
Other Related Problems, such as Constipation
[H2b], Diabetes [I1a], CHF [11f], Pneumonia
[12¢e], Septicemia [12g], UTI [12]j], or Other
Infection [12, 13], Fever [J1h], Delusions
[J1e], Hallucinations [J1i], Pain [J2], Fall with
Physical Trauma to Head [J4a,b; 11cc]

e Communication Deficits - Difficulty Making
Self Understood [C4], or Understanding Others
[C6]

e Sensory Impairments - Hearing Problem
[C1], Visual Problem [D1], Visual Limitations
[D2]

Treatment /Management Procedures — Anti-
psychotics, Antianxiety, Antide-pressants,
Hypnotics [O4a,b,c,d], Behavior Management
Program [P2], Trunk, Limb or Chair Restraints

* Note: This item also triggers on the Fall RAP. [P4c,d.e]
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10. RESIDENT ASSESSMENT PROTOCOL: ACTIVITIES

I. PROBLEM

The Activities RAP targets residents for whom a revised activity care plan may be required to
identify those residents whose inactivity may be a major complication in their lives. Resident
capabilities may not be fully recognized: the resident may have recently moved into the
facility or staff may have focused too heavily on the instrumental needs of the resident and
may have lost sight of complications in the institutional environment.

Resident involvement in passive as well as active activities can be as important in the nursing
facility as it was in the community. The capabilities of the average resident have obviously
been altered as abilities and expectations change, disease intervenes, situational opportunities
become less frequent, and extended social relationships less common. But something that
should never be overlooked is the great variability within the resident population: many will
have ADL deficits, but few will be totally dependent; impaired cognition will be widespread,
but so will the ability to apply old skills and learn new ones; and sense may be impaired, but
some type of two-way communication is almost always possible.

For the nursing facility, activity planning is a universal need. For this RAP, the focus is on
cases where the system may have failed the resident, or where the resident has distressing
conditions that warrant review of the activity care plan. The types of cases that will be
triggered are: (1) residents who have indicated a desire for additional activity choices; (2)
cognitively intact, distressed residents who may benefit from an enriched activity program; (3)
cognitively deficient, distressed residents whose activity levels should be evaluated; and (4)
highly involved residents whose health may be in jeopardy because of their failure to “slow
down.”

In evaluating triggered cases, the following general questions may be helpful:

e Isinactivity disproportionate to the resident’s physical/cognitive abilities or limitations?

e Have decreased demands of nursing facility life removed the need to make decisions, to set
schedules, to meet challenges? Have these changes contributed to resident apathy?

e What is the nature of the naturally occurring physical and mental challenges the resident
experiences in everyday life?

e Inwhat activities is the resident involved? Is he/she normally an active participant in the
life of the unit? Is the resident reserved, but actively aware of what is going on around
him/her? Or is he/she unaware of surroundings and activities that take place?

e Are there proven ways to extend the resident’s inquisitive/active engagement in activities?

e Might simple staff actions expedite resident involvement in activities? For example: Can
equipment be modified to permit greater resident access of the unit? Can the resident’s
location or position be changed to permit greater access to people, views, or programs?
Can time and/or distance limitations for activities be made less demanding without
destroying the challenge? Can staff modes of interacting with the resident be more
accommaodating, possibly less threatening, to resident deficits?
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Il. TRIGGERS

ACTIVITIES TRIGGERS A (Revise)

Consider revising activity plan if one or more of following present:

¢ Involved in Activities Little or None of Time
[N2 =2, 3]

e Prefers Change in Daily Routine
[NSa=1, 2]
[N5b =1, 2]

ACTIVITIES TRIGGERS B (Review)

Review of activity plan suggested if both of following present:

e Awake all or most of time in morning
[N1la = checked]

e Involved in activities most of time
[N2 =0]

I11. GUIDELINES

The followup review looks for factors that may impede resident involvement in activities.
Although many factors can play a role, age as a valid impediment to participation can normally
be ruled out. If age continues to be linked as a major cause of lack of participation, a staff
education program may prove effective in remedying what may be overprotective staff
behavior.

Issues to Consider as Activity Plan is Developed

Is Resident Suitably Challenged, Overstimulated? To some extent, competence depends on
environmental demands. When the challenge is not sufficiently demanding, a resident can
become bored, perhaps withdrawn, may resort to fault-finding and perhaps even behave
mischievously to relieve the boredom. Eventually, such a resident may become less competent
because of the lack of challenge. In contrast, when the resident lacks the competence to meet
challenges presented by the surroundings, he or she may react with anger and aggressiveness.

e Do available activities correspond to resident lifetime values, attitudes, and expectations?

e Does resident consider “leisure activities” a waste of time - he/she never really learned to
play, or to do things just for enjoyment?

e Have the resident’s wishes and prior activity patterns been considered by activity and
nursing professionals?

e Have staff considered how activities requiring lower energy levels may be of interest to the
resident - e.g., reading a book, talking with family and friends, watching the world go by,
knitting?
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o Does the resident have cognitive/functional deficits that either reduce options or preclude
involvement in all/most activities that would otherwise have been of interest to him/her?

Confounding Problems to be Considered

Health-Related Factors That May Affect Participation in Activities - Diminished cardiac
output, an acute illness, reduced energy reserves, and impaired respiratory function are some of
the many reasons that activity level may decline. Most of these conditions need not necessarily
incapacitate the resident. All too often, disease-induced reduction of activity may lead to
progressive decline through disuse, and further decrease in activity levels. However, this pattern
can be broken: many activities can be continued if they are adapted to require less exertion or if
the resident is helped in adapting to a lost limb, decreased communication skills, new
appliances, and so forth.

e Isresident suffering from an acute health problem?

e Is resident hindered because of embarrassment/unease due to presence of health-related
equipment (tubes, oxygen tank, colostomy bag, wheelchair)?

e Has the resident recovered from an illness? Is the capacity for participation in activities
greater?

e Hasan illness left the resident with some disability (e.g., slurred speech, necessity for use
of cane/walker/wheelchair, limited use of hands)?

e Does resident’s treatment regimen allow little time or energy for participation in preferred
activities?

Other Issues To Be Considered

Recent Decline, in Resident Status - Cognition, Communication, Function, Mood, or
Behavior - When pathologic changes occur in any aspect of the resident’s competence, the
pleasurable challenge of activities may narrow. Of special interest are problematic changes
that may be related to the use of psychoactive medications. When residents or staff overreact
to such losses, compensatory strategies may be helpful - e.g., impaired residents may benefit
from periods of both activity and rest; task segmentation can be considered; or available
resident energies can be reserved for pleasurable activities (e.g., using usual stamina reserves
to walk to the card room, rather than to the bathroom) or activities that have individual
significance (e.g, sitting unattended at a daily prayer service rather than at group activity
program).

e Has staff or the resident been overprotective? Or have they misread the seriousness of
resident cognitive/functional decline? In what ways?

e Has the resident retained skills, or the capacity to learn new skills, sufficient to permit
greater activity involvement?

e Does staff know what the resident was like prior to the most recent decline? Has the
physical/other staff offered a prognosis for the resident’s future recovery, or change of
continued decline?

e Is there any substantial reason to believe that the resident cannot tolerate or would be
harmed by increased activity levels? What reasons support a counter opinion?
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e Does resident retain any desire to learn or master a specific new activity? Is this realistic?
e Has there been a lack of participation in the majority of activities which he/she stated as
preference are as even though these types of activities are provided?

Environmental Factors - Environmental factors include recent changes in resident location,
facility rules, season of the year, and physical space limitations that hinder effective resident
involvement.

e Does the interplay of personal, social, and physical aspects of the facility’s environment
hamper involvement in activities? How might this be addressed?

e Are current activity levels affected by the season of the year or the nature of the weather
during the MDS assessment period?

e Canthe resident choose to participate in or to create an activity? How is this influenced by
facility rules?

e Does resident prefer to be with others, but the physical layout of the unit gets in the way?
Do other features in the physical plant frustrate the resident’s desire to be involved in the
life of the facility? What corrective actions are possible? Have any been taken?

Changes in Availability of Family/Friends/Staff Support - Many residents will experience not
only a change in residence but also a loss of relationships. When this occurs, staff may wish to
consider ways for resident to develop a supportive relationship with another resident, staff
member or volunteer that may increase the desire to socialize with others and/or to participate
in activities with this new friend.

e Has a staff person who has been instrumental in involving a resident in activities left the
facility/been reassigned?

Is a new member in a group activity viewed by a resident as taking over?

Has another resident who was a leader on the unit died or left the unit?

Is resident shy, unable to make new friends?

Does resident’s expression of dissatisfaction with fellow residents indicate he/she does not
want to be a part of an activities group?

Possible Confounding Problems to be Considered for Those Now Actively Involved in
Activities - Of special interest are cardiac and other diseases that might suggest a need to slow
down.
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10. ACTIVITIES RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

ACTIVITIES TRIGGERS A (Revise)

Consider revising activity plan if one or more of
following present:

e Involved in Activities Little or None of Time
[N2=2, 3]

o Prefers Change in Daily Routine
[N5a=1, 2]
[N5b=1, 2]

ACTIVITIES TRIGGERS B (Review)

Review of activity plan suggested if both of
following present:

e Awake All or Most of Time in Morning
[N1la = checked]

¢ Involved in Activities Most of Time
[N2 =0]

Revised—December 2002

Issues to be considered as activity plan is
developed:

o Time in Facility [AB1].

o Cognitive Status [B2, B4]

o Walking/Locomotion Pattern
[Glc,d.ef]

e Unstable Acute/Chronic Health
Conditions [J5a,b]

e Number of Treatments Received [P1]

e Use of Psychoactive Medications
[O4a,b,c,d]

Confounding problems to be considered:

o Performs Tasks Slowly and at Different Levels
(Reduced Energy Reserves) [G8c,d]

Cardiac Dysrhythmias [11e]

Hypertension [11h]

CVAI1t]

Respiratory diseases [I11hh, 11ii]

Pain [J2]

Other issues to be considered:

e Customary Routines [AC]

¢ Mood [E1, E2] and Behavioral Symptoms [E4]

e Recent Loss of Close Family Member/Friend
or Staff [F2f; from record]

e Whether or Not Daily Routine is Very Different
from Prior Pattern in the Community [F3c]
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11. RESIDENT ASSESSMENT PROTOCOL: FALLS

I. PROBLEM

Falls are a leading cause of morbidity and mortality among the elderly who reside in nursing
facilities. Approximately 50% of residents fall annually, and 10% of these falls result in
serious injury, especially hip fractures. Most elders are afraid of falling and this fear can limit
their activities. Falls may be an indicator of functional decline and the development of other
serious conditions such as delirium, adverse drug reactions, dehydration, and infections.
External risk factors include medication side effects, the use of appliances and restraints, and
environmental conditions. This RAP provides a systematic approach to the evaluation of a fall
and assessment guidelines to assist staff in identifying common fall risk factors and developing
care plan interventions.

Il. TRIGGERS

Potential for additional falls [A] or risk of initial fall [R] suggested if one or more of
following present:

e Fell in Past 30 Days (Additional)©
[J4a = checked]
e Fell in Past 31-180 Days (Additional)®®
[J4b = checked]
e Wandering (Risk)®
[E4aA=123]
e Dizziness (Risk)®
[J1f = checked]
e Use of Trunk Restraint (Risk)®
[P4c = 1,2]
e Use of Antianxiety Drugs (Risk)®
[04b = 1-7]
Use of Antidepressant Drugs (Risk)®
[O4c = 1-7]

@ Note: This item also triggers on the Behavior Symptom RAP.

®) Note: Code 2 also triggers on the Pressure Ulcer RAP. Both codes trigger on the Physical
Restraint RAP.

© Note: This item also triggers on the Psychotropic Drug Use RAP (when psychotropic drugs
present).

@ Note: When present with specific condition, this item is part of trigger on Psychotropic Drug Use
RAP.
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I11. GUIDELINES
To reach a decision on a care plan, begin by reviewing whether or not one or more of the major
risk factors listed on the RAP KEY are present. Clarifying information on the nature of the
risk or type of issue to be considered for the RAP KEY items follows.

Multiple Falls: Is There a Previous History of Falls, or was the Fall an isolated Event?

Refer to the MDS, reports of the family, and incident reports.

Internal Risk Factors

Review to determine whether or not the items listed on the RAP KEY under the following
headings are present. Each of these represents an underlying health problem or condition that
can cause falls and may be addressed so as to prevent future falls.

Cardiovascular
Neuromuscular/Functional
Orthopedic

Perceptual

Psychiatric or Cognitive

External Risk Factors

These risk factors can often be modified to reduce the resident’s risk of falls.

Medications - Certain drugs can produce falls by causing related problems (hypotension,
muscle rigidity, impaired balance, other extrapyramidal side effects [e.g., tremors], and
decreased alertness). These drugs include: antipsychotics, antianxiety/hypnotics,
antidepressants, cardiovascular medications, and diuretics.

e Were these medications administered prior to or after the fall?
e If prior to the fall, how close to it were they first administered?

Appliances and Devices:

o If the resident who falls (or is at risk of falling) uses an appliance, observe his/her use of
the appliance for possible problems.

e Review the MDS and the resident’s record to determine whether or not restraints were used
prior to the fall and might have contributed to the fall, (e.g., causing a decline function or
an increase in agitation).

Environmental/Situational Hazards - Many easily modifiable hazards (e.g., poor lighting,
patterned carpeting, poorly arranged furniture) in the environment may cause falls both in
relatively healthy and in frail elderly residents.
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For Those who have Fallen Previously, Review the Circumstances under which the Fall
Occurred

Attempt to gather information on most recent fall. Needed information includes:

Time of day, time since last meal.

Was resident doing usual or unusual activity?

Was he/she standing still or walking? Reaching up or down? Not reaching?

Was resident in a crowd of people? Responding to bladder/bowel urgency?

Was there glare or liquid on floors? Foreign objects in walkway? New furniture
placement or other changes in environment?

Is there a pattern of falls in any of the above circumstances?

¢ Ifyou know what the resident was doing during the fall, have her/him perform that activity
and observe (protect resident to ensure that a fall does not occur during this test).

Take Necessary Vital Signs

e Attime of fall, obtain supine and upright blood pressure and heart rate, IF the resident does
not have a serious injury such as a fracture of the hip or lower extremity.

e When reproducing circumstances of a fall (e.g., if the resident fell 10 minutes after eating a
large meal, take vital signs 10 minutes after the residents eats).

e Measure blood pressure and heart rate when the resident is supine AND 1 and 3 minutes
after standing; note temperature and respiratory rate.

For Residents at Risk of Future Falls, Review Environmental/Situational Factors to
Determine Whether or Not Modifications are Needed

e Observe resident’s usual pattern of interaction with his/her environment -- the way he/she
gets out of bed, walks, turns, gets in and out of chairs, uses the bathroom. Observations
may reveal environmental solutions to prevent falls.

e Observe him/her get out of bed, walking 20 feet, turn in a 360° circle, standing up from a
chair without pushing off with his/her arms (fold arms in front), and using the bathroom.
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11. FALLS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES
Potential for additional falls or risk of initial fall Review risk factors for falls to identify problems
suggested if one or more of following present: that may be addressed/resolved:
e Fell in past 30 Days (Additional)© * Multiple Falls. [J4a,J4b]
[J4a = checked] .
. - c ¢ Internal Risk Factors.
« Fell in Past 31-180 Days (Additional) - Cardiovascular: Cardiac Dysrhythmia [11e]
[J4b = checked] - Neuromuscular/Functional: Loss of Arm
or Leg Movement [G4b,d], Decline in
e Wandering (Risk)® Functional Status [G9], Incontinence [H1],
[E4daA=1,2,3] Hypotension [11i], CVA [11t],
o Dizziness (Risk)© Hemiplegia/Hemiparesis [I1v], Parkinson’s
[J1f = checked] [11y], Seizure Disorder [I1aa], Syncope [J1m],
« Use of Trunk Restraint (Risk)® Chronic/Acute Condition Makes Unstable
: [J5a, J5b], Unsteady Gait [J1n]
[Pac = 1 2]_ ) - Orthopedic: Joint pain [J3g], Arthritis [111],
e Use of Antianxiety Drugs (Risk) Fracture of the Hip [11m, J4c] Missing Limb
[O4b = 1-7] (e.g., Amputation) [I1n], Osteoporosis [110]
e Use of Antidepressant Drugs (Risk)® - Perceptual: Impaired Hearing [C1],
[O4c = 1-7] Em%\ired Vision [D1, D2], Dizziness/\Vertigo
J1

- Psychiatric or Cognitive: Delirium [B5],
Decline in Cognitive Skills [B6], Manic
Depression [I1ff], Alzheimer’s [I1q], Other
Dementia [11u]

e External Factors.

- Medications: Psychotropic meds [O4a,b,
¢,d], Cardiovascular Meds [from record] and
Diuretics [O4e]

- Appliances/Devices (time started):
Peacemaker [from record],
Cane/Walker/Crutch [G5a], Devices and
Restraints [P4a,b,c,d,e]

- Environmental/Situational Hazards and, if

@ Note: This item also triggers on the Behavior relevant, Circumstances of Recent Fall(s):

o) Symptom RAP. _ [Review of situation and environment] Glare,
Note: Code 2 also tiggers on the Pressure Poor Illumination, Slippery Floors, Uneven
Ulcer RAP. Both codes trigger on the Surfaces, Patterned Carpets, Foreign Objects in
Physical Restraint RAP. Walkway, New Arrangement of Objects, Recent

Move Into/Within Facility, Proximity to
- Aggressive Resident, Time of Day, Time Since
Pschotrop_lc q Drug Use  RAP  (when Meal, Type of Activity, Standing Still/Walking
© psychotropic drugs present). . in a Crowded Area/Reaching/ Not Reaching,
When present with specific condition, this item Responding to Bladder/Bowel Urgency.
is part of trigger of Psychotropic Drug Use
RAP.

© Note:  This item also triggers on the
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12. RESIDENT ASSESSMENT PROTOCOL: NUTRITIONAL STATUS

I. PROBLEM

Malnutrition is not a response to normal aging; it can arise from many causes. Its presence
may signal the worsening of a life-threatening illness, and it should always be seen as a
dramatic indicator of the resident’s risk of sudden decline. Severe malnutrition is, however,
relatively rare, and this RAP focuses on signs and symptoms that suggest that the resident may
be at risk of becoming malnourished. For many who are triggered, there will be no obvious,
outward signs of malnutrition. Prevention is the goal, and early detection is the key.

Early problem recognition and care planning can help to ensure appropriate and timely
nutritional intervention. For many residents, simple adjustments in feeding patterns may be
sufficient. For others, compensation or correction for food intake problems may be required.

Within a nutrition program, food intake is best accomplished via oral feedings. Tube (enteral)
feeding is normally limited to residents who have a demonstrated inability to orally consume
sufficient food to prevent major malnutrition or weight loss. Parenteral feeding is normally
limited to life-saving situations where both oral and enteral feeding is contraindicated or
inadequate to meet nutrient needs. Oral feeding is clearly preferred. Depending on the nature
of the problem, residents can be encourage to use finger foods; to take small bites; to use the
tongue to move food in the mouth from side to side; to chew and swallow each bite; to avoid
food that causes mouth pain, etc. Therapeutic programs can also be designed to review for the
need for adaptive utensils to compensate for problems in sucking, closing lips, or grasping
utensils; to help the confused resident maintain a fixed feeding routine, etc.

Il. TRIGGERS

Malnutrition problem suggested if one or more of following observed:

e \Weight Loss
[K3a =1]

e Taste Alterations
[K4a = checked]

e Leaves 25% or More Food Uneaten at Most Meals
[K4c = checked]

e Parenteral/IV Feeding®
[K5a = checked]

e Mechanically Altered Diet
[K5c¢ = checked]

e Syringe (Oral Feeding)
[K5d = checked]

e Therapeutic Diet
[K5e = checked]
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e Pressure Ulcer®
[M2a =2, 3, or 4]

@ Note: These items also trigger on the Dehydration/Fluid Maintenance RAP.
®) Note: These items also trigger on the Pressure Ulcer RAP.

I11. GUIDELINES
RESIDENT FACTORS THAT MAY IMPEDE ABILITY TO CONSUME FOOD

Reduced Ability to Feed Self

Reduced ability to feed self can be due to arthritis, contractures, partial or total loss of
voluntary arm movement, hemiplegia or quadriplegia, vision problems, inability to perform
activities of daily living without significant assistance, and coma.

Chewing Problems

Residents with oral abscesses, ill-fitting dentures, teeth that are broken, loose, carious or
missing, or those on mechanically altered diets frequently cannot eat enough food to meet their
calorie and other nutrient needs. Significant weight loss can, in turn, result in poorly fitting
dentures and infections that can lead to more weight loss.

Losses from Diarrhea or an Ostomy

Swallowing Problems

Swallowing problems arise in several contexts: the long-term result of chemotherapy,
radiation therapy, or surgery for malignancy (including head and neck cancer); fear of
swallowing because of COPD/emphysema/asthma; stroke; hemiplegia or quadriplegia;
Alzheimer’s disease or other dementia; and ALS.

Possible Medical Causes

Numerous conditions and diseases can result in increased nutrient requirements (calories,
protein, vitamins, minerals, water, and fiber) for residents. Among these are cancer and cancer
therapies, Parkinson’s disease with tremors, septicemia, pneumonia, gastrointestinal influenza,
fever, vomiting, diarrhea and other forms of malabsorption including excessive nutrient loss
from ostomy, burns, pressure ulcers, COPD/ emphysema/asthma, Alzheimer’s disease with
concomitant pacing or wandering, and hyperthyroidism.

Malignancy and Nutritional Consequences of Chemotherapy, Radiation Therapy/Surgery -
For the resident undergoing therapy aimed at remission or cure, aggressive nutritional support
IS necessary to achieve the goal; for the resident with incurable malignancy who is undergoing
palliative therapy or is not responding to curative therapy, aggressive nutritional support is
often medically inappropriate.
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e Have the wishes of the resident and family concerning aggressive nutritional support been
ascertained?

Anemia (nutritional deficiency, not malnutrition) - Ahematocrit of less than 41% is predictive
of increased morbidity and mortality for residents.

e Are shortness of breath, weakness, paleness of mucous membranes and nailbeds, and/or
clubbing of nails present?

Chronic COPD - Increases calorie needs and can be complicated by an elevated fear of
choking when eating or drinking.

Shortness of Breath (frequently seen with congestive heart failure, hypertension, edema, and
COPD/emphysema/asthma) - This is another condition that can cause a fear of eating and
drinking, with a consequent reduction in food intake.

Constipation/Intestinal Obstruction/Pain - Can inhibit appetite.

Drug-Induced Anorexia - Often causes decreased or altered ability to taste and smell foods.

Delirium

PROBLEMS TO BE REVIEWED FOR POSSIBLE RELATIONSHIP TO
NUTRITIONAL STATUS PROBLEM (Causal link)

Mental Problems

Mental retardation, Alzheimer’s or other dementia, depression, paranoid fears that food is
poisoned, and mental retardation can all lead to anorexia, resulting in significant amounts of
uneaten food and subsequent weight loss.

Behavior Patterns and Problems

Residents who are fearful, who pace or wander, withdraw from activities, cannot communicate,
or refuse to communicate, often refuse to eat or will eat only a limited variety and amount of
foods. Left untreated, behavior problems that result in refusal to eat can cause significant
weight loss and subsequent malnutrition.

e Does resident use food to gain staff attention?
e Is resident unable to undertand the importance of eating?
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Inability to Communicate

For most residents, enjoying food and mealtimes crucially affects quality of life. Inability to
make food and mealtime preferences known can result in a resident eating poorly, losing
weight, and being unhappy. Malnutrition due to poor communication usually indicates
substandard care. Early correction of communication problems, where possible, can prevent
malnutrition.

e Doesthe area in which meals are served lend itself to socialization among residents? Isita
place where social communication can easily take place?

e Has there been a failure to provide adequate staff and/or adequate time in feeding or
assisting residents to eat?

e Has there been a failure to recognize the need and supply adaptive feeding equipment for
residents who can be helped to self-feed with such assistance?

e Isthe resident capable of telling staff that he/she has a problem with the food being served-
e.g., finds it to be unappetizing or unattractively presented?

Amputation

Weight loss may be due to an amputation.
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12. NUTRITIONAL STATUS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Malnutrition problem suggested if one or more of
following observed:

@ Note:

Weight Loss
[K3a=1]
Complains About Taste of Many Foods
[K4a = checked]
Leaves 25% or More Food Uneaten at Most
Meals
[K4c = checked]
Parenteral/IV Feeding®
[K5a = checked]
Mechanically Altered Diet
[K5¢ = checked]
Syringe (Oral Feeding)
[K5d = checked]
Therapeutic Diet
[K5e = checked]
Pressure Ulcer®
[M2a =2, 3, or4]

These items also trigger on the

Dehydration/Fluid Maintenance RAP.

®) Note: These items also trigger on the Pressure

Ulcer RAP.

Revised—December 2002

Factors that impede ability to consume foods:

Reduced Ability to Feed Self [G1h]

Ostomy Losses [H3i]

Chewing Problems [K1a]

Swallowing Problems [K1b]

Possible Medical Causes. Diarrhea [H2c],
Anemia [l1o0], Cancer [I1pp], Pneumonia
[12€], Fever [J1h], Shortness of Breath [J1l],
Chemotherapy [P1a], and Nutrient/Medication
Inter-actions (e.g., Antipsycohotics [O4a],
Cardiac Drugs, Diuretics [O4e], Laxatives,
Antacids) [from record]

Problems to be reviewed for possible relationship
to nutritional status problem:

Mental Problems. Mental Retard-ation
[AB10], Fear that Food is Poisoned [from
record; E1], Alzheimer’s Disease [11q], Other
Dementia [I1u], Anxiety Disorders [l11dd],
Depression [11ee]

Behavior Problems. Pacing [E1n],
Withdrawal From Activites of Interest [E10],
Wandering [E4a], Throwing Food [E4d],
Slowness in Self-Feeding [G8c], Leaves 25%
or More Food Uneaten [K4c]

Inability to Communicate. Comatose [B1],
Unable to Make Food and Mealtime
Preferences Known [C3g], Difficulty Making
Self Understood [C4], Difficulty
Understanding Others [C6], Aphasia [11r]
Functional Problems.  Loss of Upper
Extremity Use [G4a,b,c], Amputation [11n]
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13. RESIDENT ASSESSMENT PROTOCOL: FEEDING TUBES

I. PROBLEM

The efficacy of tube feedings is difficult to assess. When the complications and problems are
known to be high and the benefits difficult to determine, the efficacy of tube feedings as a
long-term treatment for individuals requires careful evaluation.

Where residents have difficulty eating and staff have limited time to assist them, insertion of
feeding tubes for the convenience of nursing staff is an unacceptable rationale for use. The
only rationale for such feedings is demonstrated medical need to prevent malnutrition or
dehydration. Even here, all possible alternatives should be explored prior to using such an
approach for long-term feeding, and restoration to normal feeding should remain the goal
throughout the treatment program.

Use of nasogastric and nasointestinal tubes can result in many complications including, but not
limited to: agitation, self-extubation (removal of the tube by the patient), infections,
aspiration, unintended misplacement of the tube in the trachea or lungs, inadvertent
dislodgment, and pain.

This RAP focuses on reviewing the status of the resident using tubes. The Nutritional Status
and Dehydration/Fluid Maintenenace RAPs focus on resident needs that may warrant the use
of tubes. To help clarify the latter issue, the following guidelines indicate the type of review
process required to ensure that tubes are used in only the exceptional and acceptable situation.
As a general rule, residents unable to swallow or eat food and unlikely to eat within a few days
due to physical problems in chewing or swallowing (e.g., stroke or Parkinson’s disease) or
mental problems (e.g., Alzheimer’s depression) should be assessed regarding the need for a
nasogastric or nasointestinal tube or an alternative feeding method. In addition, if normal
caloric intake is substantially impaired with endotracheal tubes or a tracheostomy, a
nasogastric or nasointestinal tube may be necessary. Finally, tubes may be used to prevent
meal-induced hypoxemia (insufficient oxygen to blood), which occurs with patients with
COPD or other pulmonary problems that interfere with eating (e.g., use of oxygen,
broncholdilators, tracheostomy, endotracheal tube with ventilator support).

1. Assess causes of poor nutritional status that may be identified and corrected as a first step
in determining whether or not a nasogastric tube is necessary (see Nutritional Status RAP).

(@) Eating, swallowing and chewing disorders can negatively affect nutritional status (low
weight in relation to height, weight loss, serum albumin level, and dietary problems)
and the initial task is to determine the potential causes and period of time such
problems are expected to persist. Recent lab work should also be reviewed to
determine if there are electrolyte imbalances, fluid volume imbalances, BUN,
creatinine, low serum albumin, and low serum protein levels before treatment
decisions are made. Laboratory measurement of sodium and potassium tell whether
or not an electrolyte imbalance exists. Residents taking diuretics may have potassium
losses requiring potassium supplements. If these types of imbalances cannot be

Revised—January 2006, December 2002 Page C-68



CMS’s RAI Version 2.0 Manual Appendix C [13. Feeding Tubes]

corrected with oral nutrition and fluids or intravenous feedings, then a nasogastric or
nasointestinal tube may be considered.

(b) Determine whether fluid intake and hydration problems are short term or long term.

(c) Review for gastrointestinal distention, gastrointestinal hemorrhage, increased gastric
acidity, potential for stress ulcers, and abdominal pain.

(d) Identify pulmonary problems (e.g., COPD and use of endotracheal tubes,
tracheostomy, and other devices) that interfere with eating or dehydration.

(e) Review for mental status problems that interfere with eating such as depression,
agitation, delirium, dementia, and mood disorders.

(f) Review for other problems such as cardiovascular disease or stroke.
2. Determine the need for such a tube. Examine alternatives.

Alternatives to nasogastric and nasointestinal tubes should always be considered.
Intravenous feedings should be used for short-term therapy as a treatment of choice or at
least a first option. Jejunostomy may have some advantages for long-term therapy,
although may increase the risk for infection. A gastrostomy is better tolerated by agitated
patients and those requiring prolonged therapy (more than 2 weeks). Gastrostomy with
bolus feedings is preferable to nasogastric or nasointestinal tubes for long-term therapy for
comfort reasons and to prevent the dislodgement and complications associated with nasal
tubes. Itis also less disfiguring as it can be completely hidden under clothing when not in
use.

3. Assure informed consent and right to refuse treatment. Informed consent is essential
before inserting a nasogastric or nasointestinal tube. Potential advantages, disadvantages,
and potential complications need to be discussed. Resident preferences are normally given
the greatest weight in decisions regarding tube feeding. State laws and judicial decisions
must also be taken into account. If the resident is not competent to make the decision, a
durable power of attorney or living will may determine who has the legal power to act on
the resident’s behalf. Where the resident is not competent or no power of attorney is in
effect, the physician may have the responsibility for making a decision regarding the use of
tube feeding. In any case, when illness is terminal and/or irreversible, technical means of
providing fluids and nutrition can represent extraordinary rather than ordinary means of
prolonging life.

4. Monitor for complications and correct/change procedures and feedings when necessary.
Periodic changing of the nasogastric and intestinal tubes is necessary, although the
appropriate interval for changing tubes is not clear. Assessment and determination of
continued need should be completed before the tube is reinserted. Specific written orders
by the physician are required.
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5. Determine if the assessment for the resident’s needs (calories, protein, and fluid) is met by
the physician’s enteral order (formula and flush). Determine if the actual formal and flush
delivered is the same as ordered. Determine if there is a safe and sanitary handling of the
feeding tube.

Individuals at risk of pulmonary aspiration (such as those with altered pharyngeal reflexes
or unconsciousness) should be given a nasointestinal tube rather than a nasogastric tube, or
other medical alternative. Those at risk for displacement of a nasogastric tube, such as
those with coughing, vomiting, or endotracheally intubated, should also be given a
nasointestinal tube rather than a nasogastric tube or other medical alternative.

I. TRIGGER
Consider efficacy and need for feeding tubes if:

e Feeding Tube Present*
[K5b = checked]

* Note: This item also triggers on the Dehydration RAP.

I1l. GUIDELINES
COMPLICATIONS OF TUBE FEEDING
To reiterate, serious potential negative consequences include agitation, depression, mood
disorders, self-extubation (removal of the tube by the patient), infections, aspirations,
misplacement of tube in trachea or lung, pain, and tube dysfunction. Abnormal lab values can
be expected and should be reviewed.

Infection in the Trachea or Lungs

Gastric organisms grow as a result of alkalizing (raising) the gastric pH. Gastric colonization
results in transmission of gastric organisms to the trachea and the development of nosocomial
pneumonia. In one study, colonization in 89% of patients within 4 days in ventilated patients
with enteral nutrition was found with nosocomial respiratory infection in 62% of the patients
studied. Symptoms of respiratory infections to be monitored include coughing, shortness of
breath, fever, chest pain, respiratory arrest, delirium, confusion, and seizures.

Aspiration of Gastric Organisms into the Trachea and the Lungs

The incidence is difficult to determine, but most studies suggest it is relatively high.

Inadvertent Respiratory Placement of the Tube

This is the most common side effect of tube placement. In one study, 15% of small-bore
nasogastric tubes and 27-50% of nasointestinal tubes were found to be out of their intended
position upon radiographic examination without any other evidence of displacement.
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Respiratory placement can occur in any patient, but is most likely in those who are
neurologically depressed, heavily sedated, unable to gag, or endotracheally intubated.
Detecting such placement is difficult; the following comments address this issue:

o Radiologic detection is the most definitive means to detect tube displacement. Under this
procedure, pneumothorax and inadvertent placement in the respiratory tract can be avoided
by first placing the feeding tube in the esophagus with the tip above the xiphoid process
and then securing the tube and confirming placement with a chest x-ray. Then the tube
may be advanced into the stomach and another x-ray taken to confirm the position. The
stylet can then be removed and tube feeding begun. Unfortunately, nursing facilities are
highly unlikely to have appropriate radiological technology and it is normally unreasonable
to expect them to make arrangements to have patients transported to available radiology.

e pH testing of gastric aspirates to determine whether a tube is in the gastric, intestine, or the
respiratory area is a promising method for testing feeding tube placement. However,
parameters for various secretions from the three areas have not yet been clinically defined.

e Aspiration of visually recognizable gastrointestinal secretions, although a frequently used
method of determining placement of tubes, is of questionable value as the visual
characteristics of secretions can be similar to those from the respiratory tract.

e Ausculatory method: although “shooshing” or gurgling sounds can indicate placement in
the stomach, the same sounds can occur when feeding tubes are inadvertently placed in the
pharynx, esophagus and respiratory tract. Although small-bore tubes make the ausculatory
method more difficult to use, large-bore nasogastric tubes may also be placed inadvertently
in the respiratory tract producing false gurgling.

Inadvertent Dislodgement of the Tubes

Nonweighted tubes appear to be more likely to be displaced than weighted tubes (with an
attached bolus of mercury or tungsten at the tip).

Other Complications Include:
Pain, epistaxis, pneumothorax, hydrothorax, nasal alar necrosis, nasopharyngitis, esophagitis,
eustachitis, esophageal strictures, airway obstruction, pharyngeal and esophageal perforations.

Symptoms of respiratory infections are to be reviewed.

Complications of Gastric Tract Infections and Gastric Problems

Symptoms include abdominal pain, abdominal distention, stress ulcers, and gastric
hemorrhage. There is also a need to monitor for complications including diarrhea, nausea,
abdominal distention, and asphyxia. Such complications signal the need for a change in the
type of formula or diagnostic work for other pathology.
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Complications for the Cardiovascular Systems

Symptoms of cardiac distress or arrest to be monitored include chest pain, loss of heartbeat,
loss of consciousness, and loss of breathing.

Periodic Tests to Assure Positive Nitrogen Balance During Enteral Feeding

Where positive balance is not achieved, a formula with high nitrogen density is needed. The
absorptive capacity is impaired in many elderly patients so that serum fat and protein should be
monitored. Effective nutrients should result in positive nitrogen balance, maintenance or
increases in body weight, triceps skinfold and midarm muscle circumference maintenance,
total iron binding capacity maintenance, and serum urea nitrogen level maintenance. Caloric
intake and resident weight should be monitored on a regular basis.
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13. FEEDING TUBES STATUS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES
Consider efficacy and need for feeding tubes if: Factors that may impede removal of tube:
e Feeding Tube Present* e Comatose [B1]
[K5b = checked] e Failure to Eat [K4c] AND Resists Assistance

in Eating [E4e]

Diagnoses: CVA [I1t], Gastric Ulcers [13]
Gastric Bleeding [from record]

Chewing Problem [K1a]

Swallowing Problem [K1b]

Mouth Pain [K1c]

Length of Time Feeding Tube Has Been in Use
[from record]

Potential complications of tube feeding:

e Diagnostic Conditions: Delirium [B5],
Repetitive Physical Movements [Eln],
Anxiety [11dd], Depression [11ee], Recurrent
Lung Aspirations [J1K]

o Self-Extubation (removal of tube by resident)
[from record]

e Limb Restraints in Use to Prevent Self-
Extubation [P4d]

e Infections in Lung/Trachea: Pneumonia
[12¢], Fever [J1h], Shortness of Breath [J1l],
Placement or Dislodgement of Tube in to Lung
[from exam, record]

o Side-Effects of Enteral Feeding Solutions:
Constipation [H2b], Diarrhea [H2c], Fecal
Impaction [H2d], Abdominal Distention or
Pain [exam], Dehydrated [J1c]

e Respiratory Problems: Pneumothorax,
Hydrothorax, Airway Obstruction, Acute
Respiratory Distress, Respiratory Distress [13;
from observation, record]

e Cardiac Distress/Arrest: Chest Pain [J3c],
Loss of Heart Beat, Loss of Consciousness,
Loss of Breathing [from observation, record]

e Abnormal Lab Values [P9]

* Note: This item also triggers on the Dehydration
RAP.
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14. RESIDENT ASSESSMENT PROTOCOL:
DEHYDRATION/FLUID MAINTENANCE

I. PROBLEM

Water is necessary for the distribution of nutrients to cells, elimination of waste, regulation of
body temperature, and countless other complex processes. On average, one can live only four
days without water. Dehydration is a condition in which water or fluid loss (output) far
exceeds fluid intake. The body becomes less able to maintain adequate blood pressure, deliver
sufficient oxygen and nutrients to the cells, and rid itself of wastes. Many distressing
symptoms can originate from these conditions, including:

e Dizziness on Sitting/Standing (blood pressure insufficient to supply oxygen and glucose
to brain);

e Confusion or Change in Mental Status (decreased oxygen and glucose to brain);

e Decreased Urine Output (kidneys conserve water);

e Decreased Skin Turgor, dry mucous membranes (symptoms of dryness);

e Constipation (water insufficient to rid body of wastes); and

e Fever (water insufficient to maintain normal temperature).

Other possible consequences of dehydration include: decreased functional ability,
predisposition to falls (because of orthostatic hypotension), fecal impaction, predisposition to
infection, fluid and electrolyte disturbances, and ultimately death.

Nursing facility residents are particularly vulnerable to dehydration. It is often difficult or
impossible to access fluids independently; the perception of thirst can be muted; the aged
kidney can have a decreased ability to concentrate urine; and acute and chronic illness can alter
fluid and electrolyte balance.

Unfortunately, many symptoms of this condition do not appear until significant fluid has been
lost. Early signs and symptoms tend to be unreliable and nonspecific; staff will often disagree
about the clinical indicators of dehydration for specific cases; and the identification of the most
crucial symptoms of the condition are most difficult to identify among the aged. Early
identification of dehydration is thus problematic, and the goal of this RAP is to identify any
and all possible high-risk cases, permitting the introduction of programs to prevent the
condition from occurring.

When dehydration is in fact observed, treatment objectives focus on restoring normal fluid
volume, preferably orally. If the resident cannot drink a minimum recommended 1500 cc’s of
fluid every 24 hours, water and electrolyte deficits can be made up in a timely fashion via other
routes to prevent dehydration. Fluids can be administered intravenously, subcutaneously, or by
tube until resident is adequately hydrated and can take and retain sufficient fluids orally.
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Il. TRIGGERS

Dehydration suggested if one or more of following present:

e Dehydration
[J1c = checked]
Insufficient Fluid/Did Not Consume All Liquids Provided
[J1d = checked]
o UTI
[12j = checked]
e Dehydration Diagnosis
[13 =276.5, 276.50, 276.51, 276.52]
e Weight Fluctuation of 3+ Pounds
[J1a = checked]
o Fever
[J1h = checked]
¢ Internal Bleeding
[J1j = checked]
e Parenteral/I\V®
[K5a = checked]
e Feeding Tube®
[K5b = checked]
e Taking Diuretic
[Ode =1-7]

@ Note: This item also triggers on the Nutritional Status RAP.
®) Note: This item also triggers on the Feeding Tube RAP.
I1l. GUIDELINES

RESIDENTS FACTORS THAT MAY IMPEDE ABILITY TO MAINTAIN FLUID
BALANCE

Moderate/Severely Impaired Decision-Making Ability

Has there been a recent unexplainable change in mental status?

Does resident seem unusually agitated or disoriented?

Is resident delirious?

Is resident comatose?

Does dementia, aphasia or other condition seriously limit resident’s understanding of
others, or how well others can understand the resident?

Comprehension/Communication Problems
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Body Control Problems

e Does resident require extensive assistance to transfer?
e Does resident freely move on the unit?
e Has there been recent ADL decline?

Hand Dexterity Problem

e Can resident grasp cup?

Bowel Problems

e Does the resident have constipation or a fecal impaction that may be interfering with fluid
intake?

Swallowing Problems

e Does resident have mouth sore(s) ulcer(s)?
e Does resident refuse food, meals, meds?
e Can resident drink from a cup or suck through a straw?

Use of Parenteral/lVV

e Are feeding tubes in use?

RESIDENT DEHYDRATION RISK FACTORS

Dehydration risk factors can be categorized in terms of whether they decrease fluid intake or
increase fluid loss. The higher the number of factors present, the greater the risk of
dehydration. Ongoing fluid loss through the lungs and skin occurs at a normal rate of
approximately 500 cc/day and increases with rapid respiratory rate and sweating. Therefore,
decreased fluid intake for any reason can lead to dehydration.

Purposeful Restriction of Fluid Intake

e Has there been a decrease in thirst perception?

Is resident unaware of the need to intake sufficient fluids?

Has resident or staff restricted intake to avoid urinary incontinence?

Are fluids restricted because of diagnostic procedure or other health reason?
Does sad mood, grief, or depression cause resident to refuse foods/liquids?

Presence of Infection, Fever, Vomiting/Diarrhea/Nausea, Excessive Sweating (e.g., a Heat
Wave

Frequent Use of Laxatives, Enemas, Diuretics
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Excessive Urine Output (Polyuria)

Excessive urine output (polyuria) may be due to:

e Drugs (e.g., lithium, phenytoin), alcohol abuse
e Disease (e.g., diabetes mellitus, diabetes insipidus)
e Other conditions (e.g., hypoaldosteronism, hyperparathyroidism)

Other Test Results

Relevant test results to be considered:

e Does systolic/diastolic blood pressure drop 20 points on sitting/standing?
e On inspection, do oral mucous membranes appear dry?
e Does urine appear more concentrated and/or decreased in volume?
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14. DEHYDRATION/FLUID MAINTENANCE STATUS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Dehydration suggested if one or more of the
following present:

@

(b)

Dehydrated

[J1c = checked]
Insufficient Fluid/Did Not Consume All
Liquids

[J1d = checked]
UTI

[12j = checked]
Dehydration Diagnosis

[13=276.5]
Weight Fluctuation of 3+ Pounds

[J1a = checked]
Fever

[J1h = checked]
Internal Bleeding

[J1j = checked]
Parenteral/IV®

[K5a = checked]
Feeding Tube®

[K5b = checked]
Taking Diuretic

[Ode = 1-7]

Note: This item also triggers on the Nutritional

Status RAP.
Note: This item also triggers on the Feeding
Tube RAP.
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Resident factors that may impede ability to
maintain fluid balance:

Indicators of Delirium [B5]
Moderate/Severely Impaired Decision-Making
Ability [B4]

Comprehension/Communication Problem [C4,
C6]

Body Control Problems [G3, G4]

Hand Dexterity Problem [G4c]

Constipation [H2b]

Fecal Impaction [H2d]

Swallowing Problem [K1b]

Recent (Within 7 Days) Deterioration in ADLs
[observe, ask Direct Care Staff]

Resident dehydration risk factors:

Purposeful Restriction of Fluids [J1d; from
record]

Diarrhea [H2c], Presence of Infection [12],
Fever [J1h], Vomiting [J10], Nausea [from
record], Excessive Sweating [from record,
exam]

Frequent Laxative/Enema/Diuretic Use [from
record; H3h, O4e]

Excessive Urine Output [from record, exam]
Other tests: Standing/sitting blood pressure,
Status of oral mucous membranes, Urine
output volume [from record]
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15. RESIDENT ASSESSMENT PROTOCOL: DENTAL CARE

I. PROBLEM

Having teeth/dentures that function properly is an important requisite for nutritional adequacy.
Having teeth/dentures that are clean and attractive can promote a resident’s positive self-image
as well as personal appearance thereby enhancing social interactions among residents,
residents and staff, and residents and visitors. Good oral health can decrease a resident’s risk
of oral discomfort and in some instances, systemic illness from oral infections/cancer.
Residents at greatest risk due to impaired abilities are primarily those with multiple medical
conditions and medications, functional limitations in self-care, and communication deficits.
Also at risk are more self-sufficient residents who lack motivation or have no consistent
history of performing oral health functions. Residents with a history of alcohol and/or tobacco
use have a greater risk of developing chronic oral lesions.

Il. TRIGGERS

Dental care or oral health problem suggested if:

e Mouth Debris (Dental Care)
[L1a = checked]

e Less than Daily Cleaning of Teeth/Dentures (Dental Care)
[L1f = not checked]

e Mouth Pain (Oral Health)
[K1c = checked]

e Some/All Natural Teeth Lost and Does Not Have or Does Not Use Dentures (Oral Health)
[L1c = checked]

e Broken, Loose or Carious Teeth (Oral Health)
[L1d = checked]

¢ Inflamed Gums, oral Abscesses, Swollen/Bleeding Gums, Ulcers, Rashes (Oral Health)
[L1e = checked]

I1l. GUIDELINES
CONFOUNDING PROBLEMS
Debris on teeth, gums, and oral tissues may consist of food and bacteria-laden plaque that may
begin to decay teeth or cause foul denture odors if not removed at least once daily. The

purpose of this section is to examine confounding problems (from the MDS) that may be
prohibiting a resident from adequately removing oral debris.
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Impaired Cognitive Skills

e Does the resident need reminders to clean his/her teeth/dentures?
e Does he remember the steps necessary to complete oral hygiene?
e Would he benefit from task segmentation or supervision?

Impaired Ability to Understand

e Can the resident follow verbal directions or demonstrations for mouth care?
o If the resident has language difficulties, does he/she know what to do when handed a
toothbrush/toothpaste and placed at the bathroom sink?

Impaired Vision

e Isresident’s vision adequate for performing mouth care or checking its adequacy?

Impaired Personal Hygiene

e Did the resident receive supervision or assistance with oral/dental care during the last 7
days?

e Has he/she been assessed to see if he/she could do it independently?

e Does the resident have partial/total loss of voluntary arm movement or impaired hand
dexterity that inteferes with self-care?

e What would the resident need to be more independent?

Resists ADL Assistance

e Does the resident resist mouth care? If so, why (e.g., would rather do own care, painful
mouth, apathy related to depression, not motivated - never cared for teeth/mouth, approach
of staff, fear)?

Motivation/Knowledge of Resident who is Independent in Oral/Dental Care but Still has
Debris or Performs Care Less than Daily

e Is he/she brushing adequately?

e Does he/she know that it is most important to brush near the gumline?

e Does he/she need to be shown how or be given reinforcement for maintaining good
hygiene?

Adaptive Equipment for Oral Hygiene

e Has the resident tried or would he/she benefit from using a built-up, long-handled, or
electric toothbrush, or suction brush for cleaning teeth?

Revised—December 2002 Page C-80



CMS’s RAI Version 2.0 Manual Appendix C [15. Dental Care]

e If resident has dentures, does he/she have denture cleaning devices (e.g., denture brush,
soaking bath)?

Dry Mouth from Dehydration or Medications

e Dry mouth can contribute to the formation of debris. Is the resident’s lips, tongue, or
mouth dry, sticky, or coated with film?

e Isthe resident taking enough fluids? Is lip balm being applied to resident that has painful,
cracking or bleeding lips?

e Is he/she taking any medications that can cause dry mouth (e.g., decongestants,
antihistamines,  diuretics,  antihypertensives,  antidepressants,  antipsychotic,
antineoplastics)?

e If these medications are necessary, has the resident tried saliva substitutes to stimulate
moisture?

TREATMENT HISTORY AND OTHER RELEVANT FACTORS

Mouth Pain or Sensitivity

These factors can be related to either minor and easily treatable (e.g., gum irritation from ill-
fitting dentures, localized periodontal problem) or more serious problems (e.g., oral abscess,
cancer, advanced tooth decay or periodontal disease). The presence of pain may prevent the
resident from eating adequately.

Residents with cognitive impairment and/or those who have difficulty making their needs
known are difficult to assess. They may not complain specifically of mouth pain but may
instead have decreased food intake or changes in behavior.

The Presence of Lesions, Ulcers, Inflammation, Bleeding, Swelling, or Rashes

These symptoms may be representative of a minor probelm (e.g., irritation from wearing
dentures for 24 hours/day), which resolves when the cause is alleviated (e.g., combination of
mouth care and leaving dentures out.) However, these signs may also indicate more serious
problems, even dental emergencies (e.g., infection). If the problem does not resolve with
specific local treatment after a couple of days OR if these signs are accompanied by pain,
fever, lymphadenopathy (swollen glands) and/or signs of local infection (e.g., redness),
chewing or swallowing problems, or changes in mental status or behavior, a dental consult
should be considered.

Review Mouth for Candidiasis (white areas that appear to be removable anywhere in
mouth, mostly on tongue)

Perform this review on lethargic residents who have one or more of following diagnoses:
stroke, Alzheimer’s, Parkinson’s, anxiety disorder, depression, diabetes, osteoporosis, or
septicemia.
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Broken, Loose, or Carious Teeth

These teeth may progress into more severe problems (e.g., dislodging a decayed tooth and
swallowing or aspirating it). Although, not emergencies, a dental consult should be
considered.

If a Resident has Lost Some or All of His/Her Natural Teeth and Does Not have Dentures
(or partial plates)

Staff should consider if the resident has the cognitive ability and motivation to wear dentures.

Has a dentist evaluated resident for dentures?

Why doesn’t resident use his/her dentures (or partial plates)?

Are teeth in good repair?

Do they fit well?

Are they comfortable to wear when eating or talking?

Does the resident like the way he/she looks when wearing them?

Has a dentist evaluated resident for dentures?

Has a dental hygienist interviewed and made recommendations regarding oral hygiene
care?

Exam by Dentist Since Problem Noted

When evaluating a resident with mouth pain or the presence of any of the other trigger signs,
check the record to see if a dentist has examined the resident since the problem was first noted.

e Was the current problem addressed?
e What were the recommendations?

Use of Anticoagulants

e Isthe resident on coumadin or heparin that would put him/her at risk for bleeding if dental
work were necessary?
e Isitnoted on the medical record?

Valvular Heart Disease or Prosthesis (e.q., heart valve, false hip, etc.)

e Iseither of these conditions present?
e If so are they clearly noted in the medical record so that necessary precautious be taken
prior to dental work?
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15. DENTAL CARE RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Dental care or oral health problem suggested if
one or more of the following present:

Mouth Debris (Dental Care)

[L1a = checked]
Less Than Daily Cleaning of Teeth/Dentures
(Dental Care)

[L1f = not checked]

Mouth Pain (Oral Health)
[K1c = checked]
Some/All Natural Teeth Lost and Does Not
Have or Does Not Use Dentures (Oral Health)
[L1c = checked]
Broken, Loose or Carious Teeth (Oral Health)
[L1d = checked]
Inflamed Gums, Oral Abscesses,
Swollen/Bleeding Gums, Ulcers, Rashes (Oral
Health)
[L1e = checked]

Revised—December 2002

Confounding problems to be considered:

Impaired Cognitive Skills [B1, B4]

Impaired Ability to Understand [C1, C6]
Impaired Vision [D1]

Resists ADL Assistance [E4e]

Impaired Personal Hygiene [G1]j]
Motivation/Knowledge [from observation]
Adaptive Equipment for Oral Hygiene [from
record]

¢ Dry Mouth from Dehydration [J1c, d] or from
Medications [from medication sheet]

Treatment history/relevant factors:

e Mouth Pain or Sensitivity [K1c]

e Presence of Lesions, Ulcers, Inflammation,
Bleeding, Swelling or Rashes [L1e]

e Broken, Loose or Carious Teeth [L1d]

o Natural Teeth Lost/No Dentures [L1c]

e Exam by Dentist/Dental Hygienist since
Problem Noted [from record]

o Use of Anticoagulants [from record]

¢ Valvular Heart Disease or Valvular Appliance

[13]
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16. RESIDENT ASSESSMENT PROTOCOL: PRESSURE ULCERS

I. PROBLEM

Most nursing facility residents are typically considered to be at risk to develop pressure ulcers
(pressure sores, decubitus ulcers, bedsores). Pressure ulcers can have serious consequences for
the elderly and are costly and time consuming to treat. However, they are one of the most
common, preventable and treatable conditions among the elderly who have restricted mobility.
Successful outcomes can be expected with preventive and treatment programs.

Assessment goals are: (1) to ensure that a treatment plan is in place for residents with pressure
ulcers; and (2) to identify residents at risk for developing a pressure ulcer who are not currently
receiving some type of preventive care program.

Il. TRIGGERS

Pressure ulcer present or there is a risk for occurrence if one or more of following present
(risk):
e Pressure Ulcer(s) Present (Present)®
[M2a=1, 2, 3, 4]
e Bed Mobility Problem {)Risk)
[GlaA=2, 3, 4,8]"
e Bedfast (Risk)
[G6a = checked]
e Bowel Incontinence (Risk)
[Hla=1, 2,3, 4]
e Peripheral Vascular Disease (Risk)
[11j = checked]
e Previous Pressure Ulcer (Risk)
[M3=1]
e Skin desensitized to pain or pressure (Risk)
[M4e = checked]
e Daily Trunk Restraint (Risk)®©
[P4c =2]

@ Note: Codes 2, 3, and 4 also trigger on the Nutritional Status RAP.
®) Note: Codes 2, 3, and 4 also trigger on the ADL RAP.
© Note: This code also triggers on the Falls RAP and Physical Restraints RAP.

I11. GUIDELINES

Review the MDS items listed on the RAP KEY for relevance in understanding the type of care
that may be required.
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Diagnoses, Conditions and Treatments that Present Complications

Consider carefully whether the resident exhibits conditions or is receiving treatments that may
either place the resident at higher risk of developing pressure ulcers or complicate their
treatment. Such conditions include:

Diabetes, Alzheimer’s Disease and Other Dementias - Impairment in cognitive ability,
particularly in severe end-stage dementia, can lead to immobility.

Edema - The presence of extravascular fluid can impair blood flow. If prolonged or excess
pressure is applied to an area with edema, skin breakdown can occur.

Antidepressants and Antianxiety/Hypnotics - These medications can produce or contribute to
lessened mobility, worsen incontinence, and lead to or increase confusion.

Interventions/Programs to Consider if the Resident Develops a New Pressure Ulcer, or an
Ulcer Being Treated is Not Resolved

A variety of factors may explain this occurrence; however, they may suggest the need to
evaluate current interventions and modifications of the care plan.

e Review the resident’s medical condition, medications, and other risk factors to determine
whether or not the care plan (for prevention or cure) addresses all potential causes or
complications.

e Review the care plan to determine whether or not it is actually being followed (e.g., is the
resident being turned often enough to prevent ulcer formation).

Things to Consider if the Resident is at Risk for Pressure Ulcers but is Not Receiving
Preventive Skin Care

Even if pressure ulcers are not present, determine why this course of prevention is not being
provided to a resident with risk factors.

e |s the resident new to the unit?
e Do few or many risk factors for the development of pressure ulcers apply to this resident?

e Are staff concentrating on other problems (e.g., resolution of behavior problems) so that
the risks pressure of ulcers are masked?
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16. PRESSURE ULCERS CARE RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES
Pressure ulcer present or risk for occurrence if Other factors that address or may complicate
one or more of following present: treatment of pressure ulcers or risk of ulcers:
e Pressure Ulcer(s) Present (Present)® ¢ Diagnoses or Conditions:

M2a=1,2,3,4 . . .
[ ] Diabetes [I1a], Alzheimer’s Disease [I1q],

Other  Dementia  [llu],  Hemiplegia/
Hemiparesis [I11v], Multiple Sclerosis [11w],
Edema [J1g]

o Bed Mobility Problem (Risk)
[GlaA=2, 3, 4,8]®

o Bedfast (Risk)
[G6a = checked]

« Bowel Incontinence (Risk) e Interventions/Programs:

[Hla=1,2,3, 4] - Pressure Relieving Chair/Beds [M5a, M5b]
o Peripheral Vascular Disease (Risk) - Turning/Repositioning [M5c]

[12j = checked] - Nutrition or Hydration Program to Manage
e Previous Ulcer (Risk) Skin Care Problems [M5d]

[M3=1] - Ulcer Care [M5¢]
o Skin Desensitized to Pain or Pressure (Risk) - Surgical Wound Care/Treatment [M5f]

[M4e = checked] - Application of Dressings (With or Without
e Daily Trunk Restraint (Risk)® Topical Medications) Other Than to Feet

[P4c =2] [M5g]

- Application of Ointment/Medications
(Other Than to Feet) [M5h]

- Preventative or Protective Skin Care (Other
Than to Feet) [M5i]

- Preventative or Protective Foot Care [M6e]

- Application of Dressings to Feet (With or
Without Topical Medications) [M6f]

- Use of Restraints [P4c,d,e]

e Medications:

- Antipsychotics [O4a]
- Antianxiey [O4b]
- Antidepressants [O4c]
- Hypnotics [04d]

@ Note: Codes 2, 3, and 4 also trigger on the
Nutritional Status RAP.

®) Note: Codes 2,3 and 4 also trigger on the ADL
RAP.

© Note: This code also triggers on the Falls RAP
and Physical Restraints RAP.
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17. RESIDENT ASSESSMENT PROTOCOL:
PSYCHOTROPIC DRUG USE

I. PROBLEM

Psychotropic drugs (i.e., drugs that affect the mind, emotions, or behavior) are among the most
frequently prescribed agents for elderly nursing facility residents. Studies in nursing facilities
have shown that 35% to 65% of residents receive psychotropic medications. When used
appropriately and judiciously, these medications can enhance the quality of life of residents
who need them. For instance, greater than 70% of patients with major depression respond to
single antidepressant treatment with complete remission of symptoms. However, all
psychotropic drugs have the potential for producing undesirable side effects or aggravating
problematic signs and symptoms of existing conditions. An important example is postural
hypotension, that may be caused by some commonly prescribed psychotropic medications, and
which can be serious or life threatening. Another example is acute confusion (delirium), which
can be caused by a single drug, or by the interaction of two or more drugs, and can occur just
as easily with prescription or non-prescription (i.e., “over-the counter”) medications.
Independent risk factors for development of delirium include older age, concurrent medical
illness, greater number of medications and the presence of dementia.

Maximizing the resident’s functional potential and well-being while minimizing the hazards
associated with drug side effects are important goals of therapy. In reviewing a psychotropic
drug regimen there are several rules of thumb:

e Evaluate the need for the drug (e.g., consider intensity and quality of distress, response to
nonpharmaclogic interventions, pros and cons of drug treatment vs. no drug treatment).
Distinguish between treating specific diagnosed psychiatric disorders and treating
symptoms. Specific psychiatric disorders (e.g., schizophrenia, major depression) have
specific drug treatments with published guidelines for dosage and duration of treatment.
However, a recorded diagnosis of a psychiatric disorder does not necessarily require drug
treatment if symptoms are not present or are not posing a problem.

e Start low and go slow. If needed, psychotropic drugs should be started at the lowest
dosage possible. To minimize side effects, doses should be increased slowly until there is a
therapeutic effect, side effects emerge, or the maximum recommended dose is reached.
Keep in mind that many elders may show a clinical response and possibly complete
resolution of symptoms at drug doses and intervals lower than those recommended.

e Each drug has its own set of actions and side effects, some more serious than others; these
should be evaluated in terms of each user's medical-status profile, including interaction
with other medications.

e Consider symptoms or decline in functional status as a potential side effect of medication.

e Remember that any drug, prescription or non-prescription can cause problems in some
patients.
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Il. TRIGGERS

Appendix C [17. Psychotropic Drug Use]

TO BE TRIGGERED, RESIDENT MUST FIRST USE A PSYCHOTROPIC DRUG
[Antipsychotic, antidepressant, or antianxiety] [O4a, b, or ¢ = 1-7]. If used, go to RAP

review if one or more of following present:

PSYCHOTROPIC TRIGGERS A

Potential for drug-related hypotention or gait disturbances if:

e Repetitive Physical Movement®
[Eln =1,2]

e Balance While Sitting
[G3b=1,2,3]

e Hypotension
[11i = checked]

e Dizziness/Vertigo®
[J1f = checked]

e Syncope
[J1m = checked]

e Unsteady Gait
[J1n = checked]

e Fell in Past 30 Days®
[J4a = checked]

e Fell in Past 31-180 Days®
[J4b = checked]

e Hip fracture
[J4c = checked]

e Swallowing Problem
[K1b = checked]

Potential for drug-related cognitive/behavioral impairment if:©

e Delirium/Disordered Thinking
- Easily Distracted
[B5a = 2]

- Periods of Altered Perception or Awareness of Surroundings

[B5b = 2]
- Episodes of Disorganized Speech
[B5c = 2]
- Periods of Restlessness
[B5d = 2]
- Periods of Lethargy
[B5e = 2]

- Mental Function Varies Over the Course of the Day

[B5f = 2]
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Deterioration in Cognitive Status®
[B6 = 2]

Deterioration in Communication
[C7=2]

Deterioration in Mood®
[E3=2]

Deterioration in Behavioral Symptoms
[E5 = 2]

Depression
[I1lee = checked]

Hallucinations
[J1i = checked]

Potential for drug related discomfort if:

Constipation
[H2b = checked]
Fecal Impaction
[H2d = checked]
Lung Aspiration
[J1k = checked]

@ Note: This item also triggers on the Mood RAP.
®) Note: These items also trigger on Falls RAP.

© Note: All of these items also trigger on the Delirium RAP.

I11. GUIDELINES

If any of the triggered conditions are present complete the following:

Step One:

Conduct the following reviews:

1.

Drug Review [from record]

Length of time between when the drug was first taken and onset of problem

Dose of drug and how frequently taken
Number of classes of psychotropics taken
Reason drug prescribed

Review Resident’s Conditions that Impair Drug Metabolism/Excretion

Impaired liver/renal function
Acute condition(s)
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e Dehydration

3. Review Behavior/Mood/Psychiatric Status

e Current problem status

e Recent changes in mood and behavior
e Behavior management program

e Psychiatric conditions

Step Two:

Compare the drugs the resident is currently taking with common side effects listed below.
Refer to Tables A, B, and C for clarification.

POTENTIAL PSYCHOTROPIC DRUG-RELATED SIDE EFFECTS

Clarifying Information if Hypotension Present

Postural (orthostatic) hypotension (decrease in blood pressure upon standing) is one of the
major risk factors for falls related to psychotropic drugs. It is commonly seen with the low-
potency antipsychotic drugs (chlorpromazine, thioridizene) and with tricyclic antidepressants.
Both classes of drugs have anticholinergic properties. Within each class, drugs with the most
potent anticholinergic properties also seem to produce the greatest hypotensive effects.
Symptoms of dizziness/vertigo upon sitting or standing from a lying position, syncope
(fainting), and falls/fractures, should be seriously considered as potential indicators of
psychotropic-drug-induced hypotension. In addition, these symptoms may be due to a
disturbance of heart rhythm, which could be aggravated by a tricyclic antidepressant. The
occurrence of any of the aforementioned symptoms requires assessment of postural vital signs
and heart rhythm.

e Measurement of Postural Vital Signs - Measure blood pressure and pulse when the
resident is lying down. Remeasure blood pressure and pulse after the resident has been on
his/her feet for one to five minutes (if unable to stand, measure after the resident has been
sitting). Occasionally, further drops in blood pressure occur after the person has been up
for some time. While a drop of more than 20 mm Hg systolic is always abnormal, it is
particularly significant if accompanied by dizziness, loss of balance, or a standing blood
pressure of less than 100 mm Hg. A large drop may be clinically significant even if the
lower pressure is not abnormally low, particularly in residents who have some degree of
cerebrovascular disease.

Clarifying Information if Movement Disorder Present

High Fever AND/OR Muscular Rigidity - Antipsychotic drugs can interfere with temperature
regulation, which can lead to the potentially fatal problem of hyperthermia. Also, when high
fever is accompanied by severe muscular rigidity, “neuroleptic malignant” syndrome must be
suspected. Fever above 103 degrees in a resident on an antipsychotic drug is a medical
emergency because of the disturbed temperature regulation. Even lesser degrees of fever, if
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accompanied by severe muscular rigidity, are medical emergencies. Temperature must
therefore be monitored especially closely in residents on psychotropic drugs with
anticholinergic properties. Inaddition, nonantipsychotic drugs with anticholinergic properties,
such as antidepressants, may aggravate fever by impairing sweating.

Parkinson’s Disease - Is aggravated by all antipsychotic drugs. Attimes, it is difficult to know
whether parkinsonian symptoms (e.g., tremors, especially of hands; pill-rolling of hands;
muscle rigidity of limbs, necks, trunk) are due to Parkinson’s disease or to present or recent
antipsychotic drug therapy. There should be a strong bias in favor of reducing or eliminating
antipsychotic drugs in residents with Parkinson’s disease unless there are compelling
behavioral or psychotic indications. Antiparkinson drugs should be considered when
antipsychotic drugs are clinically necessary in residents with Parkinson’s disease.

Five movement disorders are commonly encountered in residents on antipsychotic drugs. All
of these disturbances can adversely affect a resident’s quality of life as well as increase his/her
risk of accidents. The triggered MDS items in Group 2 are signs/symptoms of these disorders.
To clarify whether or not the resident is suffering from one of these disorders, all residents on
antipsychotic drugs should be periodically screened for the following conditions:

Parkinsonism - As with Parkinson’s disease, this condition may involve ANY combination of
tremors, postural unsteadiness, and rigidity of muscles in the limbs, neck, or trunk. Although
the most common is a pill-rolling or alternating tremor of the hands, other kinds of tremors are
occasionally seen. At times, a resident with Parkinsonism will have no tremor, only rigidity
and shuffling gait. Symptoms respond to antiparkinson drugs, but not always completely.
Dosage reduction or substitution of nonantipsychotic drug, when feasible, is the preferred
management.

Akinesia - This condition is characterized by marked decrease in spontaneous movement, often
accompanied by nonparticipation in activity and self-care. It is managed by reducing the
antipsychotic drug or adding an antiparkinson drug.

Dystonia - This disorder is marked by holding of the neck or trunk in a rigid, unnatural
posture. Usually the head is either hyperextended or turned to the side. The condition is
uncomfortable and prompt treatment with an antiparkinson drug can be helpful.

Akathisia - The inability to sit still. The resident with this disorder is driven to constant
movement, including pacing, rocking, or fidgeting, which can, at times persist for weeks, even
after the antipsychotic drug is stopped. The condition responds occasionally to antiparkinson
drugs, but less consistently than parkinsonism or dystonia. Sometimes benzodiazepines or
beta-blockers are helpful in treating the symptom, although dosage reduction is the most
desirable treatment when possible.

Tardive Dyskinesia - Persistent, sometimes permanent movements induced by long-term
antipsychotic drug therapy. Most typical are thrusting movements of the tongue, movements
of the lips, or chewing or puckering movements. These involuntary movements can clearly
interfere with chewing and swallowing. When they do, the dyskinesia can be suppressed by
raising the dose of the antipsychotic drug, but this will make the problem more permanent.
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When possible, it is usually preferable to reduce or eliminate the antipsychotic drug, because
the symptoms of dyskinesia will often decrease over time after drug discontinuation.

Other variations of tardive dyskinesia include abnormal limb movements, such as peculiar and
recurrent postures of the hands and arms, or rocking or writhing trunk movements. There is no
consistently effective treatment. Withdrawal of the antipsychotic drug leads to eventual
reversal of the symptoms over many months, in about 50% of cases.

Clarifying Information if Gait Disturbance Present (other than that induced by
antipsychotics)

Long-acting benzodiazepine antianxiety drugs have been implicated in increasing the risk of
falls and consequent injury by producing disturbances of balance, gait, and positioning ability.
They also produce marked sedation often manifested by short-term memory loss, decline in
cognitive abilities, slurred speech, drowsiness in the morning/daytime sedation, and little/no
activity involvement. If an antianxiety drug is needed to treat an anxiety disorder, a short-
acting benzodiazepine or buspirone would be preferable to a long-acting benzodiazepine.
Buspirone is nonsedating and takes several weeks to work. Dosage should be increased
slowly.

Clarifying Information if Cognitive/Behavior Impairment Present

Acute Confusion/Delirium - The MDS items that tap the syndrome of acute confusion or
delirium, can all be caused or aggravated by psychotropic drugs of any of the major classes. If
the resident does not have acute confusion related to a medical illness or severe depression
consider the psychotropic drug as a cause. The most helpful information in establishing a
relationship is the linkage between starting the drug and the occurrence of the change in
cognitive status.

Depression - Both anti-anxiety and antipsychotic drugs may cause symptoms of depression as
aside effect, or may aggravate depression in a resident with a depressive disorder who receives
these drugs rather than specific antidepressive therapy.

Hallucinations/Delusions - While these are often symptoms of mental illness, all of the major
classes of psychotropic drugs can actually produce or aggravate hallucinations. The
antidepressant drugs, the more anticholinergic antipsychotic drugs, and the shorter-acting
benzodiazepines such as triazolam and lorazepam are most implicated in causing visual
hallucinations. Visual hallucinations in the aged are virtually always indicative of brain related
disturbance (e.g., delirium) rather than a psychiatric disorder.

Major Differences in AM/PM Self-Performance - All classes of psychotropic drugs can have
an effect on a resident’s ability to perform activities of daily living. Establishing a link
between the times a drug is taken and the change in self-performance is helpful in evaluating
the problem.
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Decline in Cognition/Communication - Decline in these areas signals the possibility that the
decline is drug-induced and the need to review the relationship of the decline with initiation or
change in drug therapy. All major classes of psychotropics can cause impairment of memory
and other cognitive skills in vulnerable residents. While memory loss in nursing facility
residents is caused primarily by dementing disorders and other neurologic disease,
psychotropic drugs, particularly those with anticholinergic side effects, and long-acting
benzodiazepines, definitely contribute to memory impairment. In contrast, treatment of
depression or psychosis can actually improve usable memory, which is very much disrupted by
severe psychiatric illness. If memory worsens after initiating or increasing the dose of a
psychotropic drug, consider reducing or discontinuing the drug, or substituting a less
anticholinergic drug. For aresident with anxiety, a short-acting benzodiazepine or buspirone is
preferable to a long-acting benzodiazepine.

Decline in Mood (See reference to Depression above)

Decline in Behavior - Problem behaviors may be aggravated and worsened by psychotropic
drugs as they can contribute to confusion, perceptual difficulties, and agitation.

Decline in ADL Status - Drug side effects must always be considered if a resident becomes
more dependent in ADLs. In addition, psychotropic drugs can precipitate or worsen bladder
incontinence either through a change in cognition or through a direct action on bladder
function.

Clarifying Issues if Drug-Related Discomfort Present

Dehydration; Reduced Dietary Bulk; Lack of Exercise

Constipation/Fecal Impaction - Any psychotropic drug with anticholinergic effects can cause
or aggravate constipation; the effects are pronounced with tricyclic antidepressants and with
low-potency antipsychotic drugs such as chlorpromazine or thioridizine. Milder cases of
constipation can be treated with stool softeners, bulk-forming agents, and increased fluid; more
severe constipation is best managed by substituting a less anticholinergic agent, or decreasing
or discontinuing the psychotropic drug if possible. Antianxiety drugs can contribute to
constipation if they sedate the resident to the point that fluid intake or exeresis is impaired.
The problem can be handled by switching to a less sedating drug, decreasing dosage, or
discontinuing the drug, if possible.

Urinary Retention - This condition may be manifested by the inability to urinate, or new onset
or worsening of urinary incontinence (caused by overflow of urine from a full bladder that
cannot empty properly). Any psychotropic drug with anticholinergic properties can produce or
aggravate urinary retention. The problem is best managed by substituting a less anticholinergic
agent, or decreasing or discontinuing the psychotropic drug if possible.

Dry Mouth - This symptom is a common side effect of any psychotropic drug with
anticholinergic properties. Dry mouth can aggravate chewing and swallowing problems.
Substituting a less anticholinergic drug may be helpful. Other remedies include artificial
saliva or sugar-free mints or candies (sugar contributes to cavity formation).
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WHEN TO DISCONTINUE DRUG TREATMENT

1. Drug treatment that is ineffective after a reasonable trial should be discontinued or
changed. The definition of a reasonable trial depends on the drug class and therapeutic
indication.

2. When a medication is effective, but produces troublesome side effects, either the dose
should be reduced or the medication should be replaced, with a therapeutically equivalent
agent less likely to cause the problematic side effect. If this is not feasible, or if doing it
leads to a recurrence of symptoms, specific medical therapy for the troublesome side
effects should be considered. For example, if the best drug for treating a resident’s
depression causes constipation, stool softeners, laxatives, or bulk-forming agents can be
prescribed.

3. When a medication is effective and does not cause troublesome side effects, it should be
continued for a defined period, and then efforts should be made to taper and eventually
discontinue the drug.

4. Psychotropic medication should be prescribed on a permanent basis only if symptoms have
recurred on at least two previous attempts to taper the medication after a defined period of
therapy.

Note: The drug tables of commonly prescribed psychotropic medications by category
and brand have been deleted. See Appendix E of the RAI Manual.

Additional medication references:

Drug Facts and Comparisons, 2003

The Orange Book, http://www.fda.gov/cder/ob/default.ntm

The National Drug Code Directory, http://www.fda.gov/cder/ndc/database/Default.htm
State Operations Manual Appendix PP — Interpretive Guidelines for Long-Term Care
Facilities, http://www.cms.hhs.gov/manuals/107_som/som107_appendixtoc.asp
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17. PSYCHOTROPIC DRUG USE RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

TO BE TRIGGERED, MUST FIRST USE
PSYCHOTROPIC DRUG [Antipsychotic,
antidepressant, or antianxiety] [O4a, b, or ¢ = 1-7]

If used, go to RAP review if one or more of
following present:

Potential for drug-related hypotension or gait
disturbances:

e Repetitive Physical Movements®
[Eln=1, 2]
Balance While Sitting
[G3b=1,2, 3]

e Hypotention
[11i = checked

e Dizziness/Vertigo®
[J1f = checked]

e Syncope
[J1m = checked]

o Unsteady Gait
[J1n = checked]

e Fell in Past 30 Days®
[J4a = checked]

e Fell in Past 31-180 Days®
[J4b = checked]

e Hip Fracture
[J4c = checked]

e Swallowing Problem
[K1b = checked]

Potential for drug-related cognitive/behavioral
impairment if;©

o Delirium/Disordered Thinking
- Easily Distracted
[B5a =2]
- Periods of Altered Perception or Awareness
or Surroundings
[B5b = 2]

@ Note: This items also triggers on the Mood
RAP.

®) Note: These items also trigger on the Falls
RAP.

© Note: All of these items also trigger on the
Delirium RAP.
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If resident is triggered, review the following:

e Drug Review [from record]:

- Length of Time Between when Drug First
Taken and Onset of Problem;

- Doses of Drug and How Frequently Taken;
- Number of Classes of Psychotropics Taken;
- Reason Drug Prescribed.

¢ Review Resident’s Condition that Affects
Drug Metabolism/Excretion:
Impaired Liver/Renal Function [I1qq, 13],
Acute Condition [J5b], Dehydration [J1c]

e Review Behavior/Mood Status:
Current Problem Status [E1, E2, E4], Recent
Changes [E3, E5], Behavior Management
Program [Plbe, P2], Psychiatric Diagnoses
[11dd,ee,ff,gg]

Clarifying information if hypotension present:

e Postural Changes in Vital Signs [from exam]

e Drugs with Marked Anticholinergic Properties
[from record]

Clarifying information if movement disorder

present:

e High Fever [J1h] AND/OR Muscular Rigidity
[from record, observation]

e Tremors, Especially of Hands; Pill-Rolling of
Hands; Muscle Rigidity of Limbs, Neck Trunk
(Parkinsonism)  [lly; from  record,
observation]

e Marked Decrease in Spontaneous Movement
(Akinesia) [from record, observation]

e Rigid, Unnatural, Uncomfortable Posture of
Neck or Trunk (Dystonia) [from record,
observation]

e Restlessness, Inability to Sit Still (Akathisia)
[from record, observation]

e Persistent Movements of the Mouth (e.g.,
Thrusting of Tongue, Movements of Lips,
Chewing/Puckering) AND/OR Peculiar and
Recurrent Postures of Limbs, Trunk (Tardive
Dyskinesia) [from record, observation]
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17. PSYCHOTROPIC DRUG USE RAP KEY (continued)

(For MDS Version 2.0)

TRIGGER - REVISION

GUIDELINES

Potential for drug-related cognitive/behavioral
impairment if: © (continued)

- Episodes of Disorganized Speech
[B5c = 2]
- Periods of Restlessness
[B5d = 2]
- Periods of Lethargy
[B5e = 2]
- Mental Function Varies over the Course of
the Day
[B5f = 2]

e Deterioration in Cognitive Status®
[B6 = 2]

e Deterioration in Communication
[C7 = 2]

e Deterjoration in Mood®
[E3 = 2]

e Deterioration in Behavioral Symptoms®
[E5 = 2]

e Depression
[11ee = checked]

o Hallucinations
[J1i = checked]

Potential for drug-related discomfort if:

e Constipation
[H2b = checked]
e Fecal Impaction
[H2d = checked]
e Lung Aspiration
[J1k = checked]

Revised--December 2002

Clarifying information
present:

if gait disturbances

e Long-Acting Benzodiazepines [from med
record]
- Recent Dosage Increase [from med record]

e Short-Term Memory Loss, Decline in
Cognition [B6], Slurred Speech [C5]

o Decreased AM Wakefulness [Elk, N1a],
Little/No Activity Involvement [N2]

Clarifying information if cognitive/behavioral
impairment present:

If neither of following are present, psychotropic
drug side effects can be considered as a major
cause of problem:

o Acute Confusion (Delirium) Related to
Medical Iliness [B5[
o Depression [11ee]

Clarifying issues if drug-related discomfort
present:

o Dehydration [J1c], Reduced Dietary Bulk,
Lack of Exercise [from record], Constipation
[H2b[, Fecal Impaction [H2d], Urinary
Retention [13; from record]

o Other Potential Drug-Related Discomforts that
May Require Resolution: Dry Mouth, if on
Antipsychotic or Antidepressant [observation]
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18. RESIDENT ASSESSMENT PROTOCOL: PHYSICAL RESTRAINTS

I.  PROBLEM

Research and standards of practice show that the belief that restraints ensure safety is
often unfounded. In practice, restraints have many negative side effects and risks that,
in some cases, far outweigh any possible benefit that can be derived from their use.
Physical restraints not only may not prevent falls, but can cause greater harm including
strangulation, loss of muscle tone, decreased bone density (with greater susceptibility
for fractures), pressure sores, decreased mobility, depression, agitation, loss of dignity,
incontinence, constipation, and in some cases, resident death. Benefits of refraining
from the use of physical restraints have been well documented in long-term care
literature; they include improvement in residents’ quality of life, greater independence
and functional capacity, use of fewer antipsychotic medications, less skin break down,
and fewer serious injuries due to falls.

The experience of many health care providers suggests that facility goals can often be
met without the use of physical restraints. In part, this involves identifying and treating
health, functional, or psychosocial problems. This may be accomplished through
resident care management alternatives, such as modifying the environment to make it
safer; maintaining an individual’s customary routine; using less intrusive methods of
administering medications and nourishment; and recognizing and responding to
residents’ needs for psychosocial support, responsive health care, meaningful activities
and regular exercise.

I. TRIGGERS
Definition: Physical restraints are any manual method or physical or mechanical
device, material, or equipment attached or adjacent to the resident’s body that the

individual cannot remove easily and which restricts freedom of movement or normal
access to one’s body.

e Use of Trunk Restraint®

[P4c =1,2]

e Use of Limb Restraint
[P4d =1,2]

e Use of Chair that Prevents Rising
[P4e =1,2]

@ Note: Code 2 also triggers on the Pressure Ulcer RAP. Both codes trigger on the Falls RAP.
I11. GUIDELINES

In evaluating and reconsidering the use of restraints for a resident, consider needs,

problems, conditions, or risk factors that, if addressed, could eliminate the need for

using restraints. Refer to the RAP KEY for specific MDS items to consider as you

review the following issues.
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WHY ARE RESTRAINTS USED?

The first step in determining whether use of a restraint can be reduced or eliminated is
to identify the reasons a restraint was applied.

e Review the resident’s record and consult primary caregivers to determine the
medical symptom that warrants the use of the restraint.

CMS Guidance: “Medical Symptom” is defined as an indication or characteristic of a
physical or psychological condition. The resident’s medical symptoms should not be
viewed in isolation; rather the symptoms should be viewed in the context of the
resident’s condition, circumstances, and environment. Objective findings derived from
clinical evaluation and the resident’s subjective symptoms should be considered to
determine the presence of the medical symptom. The resident’s subjective symptoms
may not be used as the sole basis for using a restraint. Before a resident is restrained,
the facility must determine the presence of a specific medical symptom that would
require the use of the restraint, and how the use of the restraint would treat the medical
symptom, protect the resident’s safety, and assist the resident in attaining or
maintaining his or her highest practicable level of physical and psychosocial well-
being. Medical symptoms that warrant the use of restraints must be documented in the
resident’s medical record, ongoing assessments, and care plans.

Ask the following questions:

e Why is the resident restrained?

e What type(s) of restraint is used?

e During what time of day is each type(s) used?

e Where is the resident restrained (e.g., own room in bed, chair in hallway)?

e How long is the resident restrained each day?

e Under what circumstances (e.g., when left alone, after family leave, when not
involved in structured activity, when eating)?

e Who suggested that the resident be restrained (e.g., staff, family, resident)?

CONDITIONS ASSOCIATED WITH RESTRAINT USE

It may be possible to identify and resolve the phsycial or psychological condition that
caused restraints to be used. By addressing the underlying condition(s) and cause(s),
the facility may eliminate the medical symptom that warrants the use of the restraint(s).
Inaddition, a review of underlying needs, risks, or problems may help to identify other
potential kinds of treatments. After determining why a restraint is used, review the
appropriate areas described below.

Problem Behavioral Symptoms

To determine the presence of a behavioral symptom, review the MDS. If the
behavioral symptom for which the resident is restrained was not exhibited in the last 7
days, was it because the restraint prohibited the behavior from occurring (e.g., resident
was restrained and could not pull out the feeding tube). If a behavioral symptom was
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present during the last 7 days or the resident was restrained to prevent a behavioral
symptom, consider the resident to have a behavioral symptom and review Behavioral
Symptom RAP as indicated.

Risk of Falls

Although restraints have not been shown to safeguard residents from injury, one of the
most common reasons given by facilities for restraining residents is to prevent falls. In
some instances, restraints have been reported to contribute to falls and injuries.
Because of the complications associated with restraint use, many physicians and
geriatric clinicians recommend exploring alternatives for preventing falls, such as
treating health problems and making environmental modifications.

Review risk factors for falls on RAP KEY. Refer to Falls RAP if these risks are present
or if the restraint is being used to prevent falls.

Conditions and Treatments

Another reason facilities give for using restraints is to prevent a resident from
removing tubes.

If the resident is being restrained to manage resistance to any type of tube or mechanical
device (e.g., indwelling/external catheter, feeding tube, intravenous line, oxygen
mask/cannula, wound dressing), review the following to facilitate decision-making:

e Isthe tube/mechanical device used to treat a life-threatening condition?

e Does the resident actually need a particular intervention that may be potentially
burdensome to him/her? Are there less intrusive treatment options?

e Why is the resident reacting to the tube/mechanical device with resistance? (e.g.,
Does the device produce discomfort or irritation? Is the resident really resisting or
is the device just something to fidget with? Is the treatment compatible with the
resident’s wishes? Does the resident understand the reason for the method of
treatment? Has the resident/family been informed about the risks and benefits of
treatment options?)

e If an indwelling or external catheter is present, review the Urinary Incontinence
RAP for alternatives.
e If a feeding tube is present, review the Feeding Tube RAP.

CMS Guidance: If aresident needs emergency care, restraints may be used for brief
periods to permit medical treatment to proceed, unless the facility has a notice
indication that the resident has previously made a valid refusal of the treatment in
question.

ADL Self-Performance

In rare instances, a restraint can enhance a resident’s ability to be more self-sufficient,
IF the restraint use is supportive and time-limited.
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Review the MDS, to determine if the restraint contributes to the resident’s self-
performance of an activity (e.g., wheelchair belt supports trunk while resident wheels
self, geriatric chair used only at meals enables wandering resident to attend to feeding
self).

Confounding Problems to be Considered

Many problem behaviors are manifestations of unmet health, functional, and/or
psychosocial needs that can often be reduced, eliminated, or managed by addressing
the conditions that produced them. (See RAP on Behavioral Symptoms). Conditions
associated with behavioral symptoms and restraint use include:

e Delirium (a state of temporary mental confusion with an acute onset)
e Impaired Cognition

e Impaired Communication (e.g., difficulty making needs/wishes understood or
understanding others)

e Unmet Psychosocial Needs (e.g., social isolation, disruption of familiar routines,
anger with family members)

e Sad or Anxious Mood
e Resistance to Treatment, Medication, Nourishment
e Psychotropic Drug Side Effects (e.g., motor agitation, confusion, gait disturbance)

e If a behavior management program is in place, does it adequately address the
causes of the resident’s particular problem behaviors?

OTHER FACTORS TO BE CONSIDERED

Resident’s Response to Restraints

In evaluating restraint use, it is important to review the resident’s reaction to restraints
(e.g., positive and negative, such as passivity, anger, increased agitation, withdrawal,
pleas for release, calls for help, constant attempts to untie/release self). This will help
determine whether or not presumed benefits are outweighed by negative side effects.

Review MDS items for other potential negative effects of restraint use, such as declines
in functional self-performance, body control, skin condition, mood or cognition that
may have occurred since the physical restraint was initiated.

Alternatives to Restraints

Many interventions may be as effective or even more effective than physical restraints
in managing a resident’s needs, safety risks, and problems. To be effective the
intervention must address the underlying problem.

e Review resident’s record and confer with staff to determine whether or not
alternatives to restraints have been tried.

o If alternatives to restraints have been tried, what were they?
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e How long were the alternatives tried?

e What was the resident’s response to the alternatives at the time?

o If the alternative(s) attempted were ineffective, what else was attempted?
e How recently were alternatives other than restraints attempted?

Philosophy and Attitudes

CMS Guidance: In order for a resident to be fully informed, the facility must explain,
in the context of the individual resident’s condition and circumstances, the potential
risks and benefits of all options under consideration, including using a restraint, not
using a restraint, and alternatives to restraint use. Whenever restraint use is considered,
the facility must explain to the resident how the use of restraints would treat the
resident’s medical symptoms and assist the resident in attaining or maintaining his/her
highest practicable level of physical or psychological well-being. In addition, the
facility must explain the potential negative outcomes of restraint use. In the case of a
resident who is incapable of making a decision, the legal surrogate or representative
may exercise this right based on the same information that would have been provided
to the resident. However, the legal surrogate or representative cannot give permission
to use restraints for the sake of discipline or staff convenience or when a restraint is not
necessary to treat the resident’s medical symptom. That is, the facility may not use
restraints in violation or the regulations solely based on a legal surrogate or
representative’s request or approval. While Federal regulations affirm the resident’s
right to participate in care planning and to refuse treatment, the regulations do not
create the right for a resident, legal surrogate or representative to demand the facility
use specific medical interventions or treatments that the facility deems inappropriate.
Statutory requirements hold the facility ultimately accountable for the resident’s care
and safety, including clinical decisions.
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18. PHYSICAL RESTRAINTS RAP KEY

(For MDS Version 2.0)

TRIGGER - REVISION | GUIDELINES
Review for efficacy, side effects and Review factors and complications associated
alternatives if one of more of the following: with restraint use:
e Use of Trunk Restraint® e Behavioral Symptoms: Repetitive
[Pdc=1,2] Physical Movements [E1n], Any Behavioral
e Use of Limb Restraint Symptoms [E4], Part of Behavior
[P4d =1, 2] . Management Program [Plbe, P2; from
o Use of Chair that Prevents Rising record]
[Pde =1, 2]

e Risk of Falls: Dizziness [J1f], Falls [J4a,
b], Antianxiety [O4b], Antidepressant [O4c]

e Conditions and Treatments: Catheter
[H3c,d], Hip Fracture [J4c, 11m],
Unstable/Acute Condition [J5a, b],
Parenteral/lV and/or Feeding Tube [K5a, b],
Wound Care/Treatment [M5f, g, h, i], IV
Meds [Plac], Respirator/Oxygen [Plag,
Plal]

e ADL Self Performance [G1]

Confounding Problems to be Considered:

- Delirium [B5]

- Cognitive Loss/Dementia [B2, B4]

- Impaired Communication [C4, C6]

- Sad/Anxious Mood [E1, E2]

- Resistance to
Treatment/Meds/Nourishment [E4e]

- Unmet Psychosocial Needs [F1, F2, F3]

- Psychotropic Drug Side Effects [see
record, Jle, f, h, i, m, n]

e Other Factors to be Considered:
Resident’s Response to Restraint(s); Use of
Alternatives to Restraints;
Resident/Family/Staff Philosophy, Values,
Wishes, Attitudes About Restraints [record,
observation, discussion]

@ Note: Code 2 also triggers on the Pressure
Ulcer RAP. Both codes trigger on the
Falls RAP.
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Interviewing Techniques

Performing an accurate and comprehensive assessment requires that the assessor communicate
effectively with a number of individuals. An individual assessor may use the following suggestions
to obtain information from residents, facility staff and resident families. There are other possible
models for resident data collection and interviewing, especially when conducted by a team, which
you may want to consider in your specific facility.

When conducting any interview to collect information in the RAI process, there are some general
concepts that you should consider.

First, emphasize to all individuals that during your interview (i.e., residents, families and staff) that
the RAI process is a way to “get to know the resident.” You should explain that the RAI assessment
provides valuable information that will be used by facility staff to develop the resident’s care plan.
This is an opportunity to bring residents and families into the assessment and care planning process.

Second, be flexible as to how you conduct the RAI process with each resident. It is not necessary for
you to complete the assessment in the same order sequence as sections appear on the MDS form.
The MDS is not a questionnaire; it is a set of common items and definitions for assessment, which
provides a structure for systematically recording the information you obtain. You should let the
resident’s needs guide you during the assessment process.

You may wish to use the following general techniques, if appropriate, when conducting interviews:

To elicit complete and satisfactory answers, you will often need to ask neutral or nondirective
questions. Examples are:

“What do you mean?”

“Tell me what you have in mind.”
“Tell me more about that.”
“Please be more specific.”

“Give me an example.”

Repeat a question if you think it has been misunderstood or misinterpreted.

Pause or hesitate to indicate that you are listening and need more or better information. This is a
good technique to use while you are determining the individual’s response pattern.

Some items will require special sensitivity during the questioning process (e.g., the MDS items in
Section B dealing with memory), and you should note the instructions in Chapter 3 on how to assess
each item or gather the information to respond to each item.

Some respondents may be eager to talk with you and will stray from the topic at hand. When a
person strays, you should gently guide the conversation back to the topic. For example you may say:

e “That’s interesting.”
e “Now I need to know...”
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e “Let’s get back to...”
e “Tell me about...”

Validate your understanding of what a respondent is saying. Be careful that you do not appear to be
challenging a respondent when clarifying a statement. For example you may say:

e “| think I hear you saying that...”
e “Let’s see if | understood you correctly.”
e “You said ... Is that right?”

When respondents (resident/family/caregivers) disagree or when a resident (who you believe is
capable of rational judgment) says something contrary to information contained in the record, you
should clarify the information. Ultimately, use your best clinical judgment to weigh all information.

Consider developing and using a printed questionnaire to help residents and families contribute
important information (e.g., Customary Routine).

Finally and most importantly, validate with the resident, through observations or interview, what you
have heard from other facility staff, family members or what you have read in the record.

When collecting information from facility staff there are other important considerations that may
make the process easier and more efficient.

You should respect the professional status of staff. Consider their need to perform their other duties
in addition to providing necessary assessment information for you. The following suggestions may
assist you when conducting facility staff interviews:

1. Post a schedule of residents who are being assessed during a given period (e.g., month) so
that staff can prepare to participate in the assessment.

2. Provide prior notice to other staff members that an assessment is due, giving direct care staff
an opportunity to gather their thoughts about residents. You may wish to provide a worksheet
that staff (e.g., nursing assistants) could use to note particular resident information (e.g.,
ADLs).

3. Schedule interviews in advance, at mutually convenient times; avoid busy workload times.

4. Know what you want to cover. Leave a few minutes for staff to provide open-ended
comments that may pertain to the well-being of the resident.

5. Provide other staff members with a list of areas you wish to cover to expedite the process.

6. Key your questions to the time period for which resident performance is being assessed.
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You will often need to discuss a resident with more than one facility staff member. For example, an
individual staff member who has been on a 3-week vacation may recall the resident’s function a
month ago instead of during the last 7 days. A nurse that floats from unit to unit may not know the
residents well enough to respond appropriately. If a facility staff respondent struggles with answers
or seems vague in referring to the time period in question, you should consider seeking another
respondent.

Reinforce to all staff at the onset of the interview that you are gathering information to learn as much
about the resident as possible to best plan for the resident’s care. Reassure any staff that your
purpose is the RAI process and not an evaluation of their job performance.

This is a blank page.
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Appendix E

Prescribed Medications by Category by Brand

This is not an all-inclusive list

ANTIPSYCHOTICS

Brand
Abilify
Clozaril
Compazine
Geodon
Haldol
Loxitane
Mellaril
Moban
Navane
Orap
Prolixin
Risperdal
Serentil
Seroquel
Stelazine
Thorazine
Trilafon
Zyprexa

Generic

Aripiprazole
Clozapine
Prochlorperazine
Ziprasidone
Haloperidol
Loxapine
Thioridazine
Molindone
Thiothixene
Pimozide
Fluphenazine
Risperidone
Mesoridazine
Quetiapine
Trifluoperazine
Chlorpromazine
Perphenazine
Olanzapine

ANTIDEPRESSANTS

Brand

Anafranil*
Asendin
Aventyl
Celexa
Desyrel
Effexor
Elavil*
Lexapro
Ludiomil
Luvox
Nardil*
Norpramin
Pamelor
Parnate*
Paxil
Prozac
Remeron
Serzone
Sinequan*
Surmontil*
Tofranil*
Vivactil
Wellbutrin
Zoloft

*Medications generally not recommended for use in the elderly
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Generic

Clomipramine*
Amoxapine
Nortriptyline
Citalopram
Trazodone
Venlafaxine
Amitriptyline*
Escitalopram
Maprotiline
Fluvoxamine
Phenelzine*
Desipramine
Nortriptyline
Tranylcypromine*
Paroxetine
Fluoxetine
Mirtazapine
Nefazodone
Doxepin*
Trimipramine*
Imipramine*
Protriptyline
Bupropion
Sertraline
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ANTIANXIETY

Brand Generic
Atarax Hydroxyzine
Ativan Lorazepam
Buspar Buspirone
Gen-Xene* Clorazepate*

Klonopin* Clonazepam*
Librium* Chlordiazepoxide*
Miltown* Meprobamate*
Serax Oxazepam
Tranxene* Clorazepate*
Valium* Diazepam*
Vistaril Hydroxyzine
Xanax Alprazolam

HYPNOTICS

Brand

Ambien

Amytal*

Agquachloral Supprettes
Butisol*

Dalmane*

Doral*

Halcion

Mebaral*

Nembutal*

Paral*

ProSom
Restoril
Seconal*
Sonata
Tuinal*

*Medications generally not recommended for use in the elderly
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Generic

Zolpidem
Amobarbital*
Chloral Hydrate
Butabarbital*
Flurazepam*
Quazepam*
Triazolam
Mephobarbital*
Pentobarbital*
Paraldehyde*
Phenobarbital*
Estazolam
Temazepam
Secobarbital*
Zaleplon
Amobarbital/
Secobarbital*
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DIURETICS

Brand

Aldactazide,

Aldactone
Aguatensen
Bumex
Daranide
Demadex
Diamox
Diuril
Dyazide

Dyrenium
Edecrin
Enduron
Esidrix
Hydrodiuril
Hygroton

NOTES:

Generic

Spironolactone/
hydrochlorothiazide
Spironolactone
Methyclothiazide
Bumetanide
Dichlorphenamide
Torsemide
Acetazolamide
Chlorothiazide
Triamterene/
hydrochlorothiazide
Triamterene
Ethacrynic Acid
Methyclothiazide
Hydrochlorothiazide
Hydrochlorothiazide
Chlorthalidone

Brand
GlaucTabs

Lasix
Lozol
Mannitol
Maxzide
Midamor
Moduretic
MyKkrox
Naqua

Naturetin
Oretic
Osmitrol
Renese
Saluron
Thalitone
Zaroxolyn

Appendix E

Generic
Methazolamide

Furosemide
Indapamide
Mannitol

Triameterene/hydrochlorothiazide

Amiloride

AmilorideHCl/hydrochlorothiazide

Metolazone
Trichlormethiazide

Bendroflumethiazide
Hydrochlorothiazide
Mannitol
Polythiazide
Hydroflumethiazide
Chlorthalidone
Metolazone

This appendix should be used as a resource when completing Section O.

The medications identified with an asterisk, “generally not recommended for use in the elderly”
are adopted from an article published in 1997 in the Archives of Internal Medicine, written by

Mark Beers, M.D., entitled Potentially Inappropriate Medications in the Elderly.

REFERENCES:

Drug Facts and Comparisons, 2003
The Orange Book, http://www.fda.gov/cder/ob/default.htm
The National Drug Code Directory, http://www.fda.gov/cder/ndc/database/Default.htm

See State Operations Manual, Chapter 9, Appendix PP — Interpretive Guidelines for Long-Term

Care Facilities, http://www.cms.hhs.gov/SurveyCertificationGenlnfo/

*Medications generally not recommended for use in the elderly
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Changes to the Previous Version

1995 Version

January 2004 Update

Appendix E

Rationale

Title: Commonly

Prescribed Medications by Category by

It is hard to define commonly

Prescribed Brand prescribed medications.
Medications by Brand and generic
Category by Brand medications are listed.
(generic)

Notes:
*Medications generally not recommended
for use in the elderly

Readily identify medications
for nurses/MDS coordinators.

This appendix should be used as a Information
resource when completing Section O.
The medications identified with an Information

asterisk, “generally not recommended for
use in the elderly” are adopted from an
article published in1997 in the Archives of
Internal Medicine, written by Mark Beers,
M.D., entitled Potentially Inappropriate
Medications in the Elderly.

This is not an all inclusive list

New medications may
become available prior to the
publication of a new version

Antipsychotics

Added:

Abilify (Aripiprazole)
Geodon (Ziprasidone)
Risperdal (Risperidone)
Seroquel (Quetiapine)
Zyprexa (Olanzapine)

Deleted:

Sparine (Promazine)
Taractan (Chlorprothixene)
Tindal (Acetophenazine)
Vesprin (Triflupromazine)
Inapsine (Droperidol)

Five newly released
antipsychotic agents since
1995.

Sparine, Taractan, Tindal and
Vesprin are no longer
available in the USA.
Inapsine is no longer
classified as an antipsychotic
agent.

*Medications generally not recommended for use in the elderly
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Deleted:
Adapin Adapin, a brand of doxepin

Marplan (Isocarboxazid)

and Marplan are no longer
available on the market.

Antianxiety Agents

Deleted:

Phenobarbital

Anytal (Amobarbital)
Doriden (Glutethimide)
Noctec (Chloral Hydrate)
Noludar (Methyprylon)
Paxipam (Halazepam)

Phenobarbital is classified as
a sedative-hypnotic agent.
Anytal (correct spelling
Amytal), is classified as a
hypnotic agent. Doriden,
Noludar and Paxipam are no
longer available. Noctec, a
brand of Chloral Hydrate is
not available on the market.

Added:
Gen-Xene (Clorazepate)
Klonopin (Clonazepam)

These medications are
currently available and
classified as antianxiety
agents.

Hypnotics Added:
Ambien (Zolpidem) These medications are
Amytal (Amobarbital) classified as hypnotic agents
Aquachloral Supprettes (Chloral Hydrate) | and were not listed in the
Butisol (Butabarbital) 1995 version or were
Mebaral (Mephobarbital) released since 1995.
Paral (Paraldehyde)
Phenobarbital
Sonata (Zaleplon)
Tuinal (Amobarbital/Secobarbital)
Deleted: Alurate and Placidyl are no
Alurate (Aprobarbital) longer available on the
Placidyl (Ethchlorvynol) market.

Diuretics Added:

Demadex (Torsemide)
GlaucTabs (Methazolamide)
Microzide (Hydrochlorothiazide)
Mykrox, (Metolazone)

Naqua (Trichlormethiazide)
Naturetin (Bendroflumethiazide)
Osmitrol (Mannitol)

Renese (Polythiazide)

Saluron (Hydroflumethiazide)
Thalitone (Chlorthalidone)

*Medications generally not recommended for use in the elderly

Revised—June 2005

These medications are
classified as diuretic agents
and were not listed in the
1995 version or were
released since 1995.
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Deleted: These medications are no
Aqua-Ban longer available on the
Hydromox (Quinethazone) market.

Neptazane (Methazolamide)

*Medications generally not recommended for use in the elderly
Revised—June 2005 Page E-7
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Cognitive Performance Scale (CPS) Scoring Rules

CPS SCORING RULES
|

All Residents

'

Impairment Count

(Number of the following):
- Decision Making: Not Independent=1-2
- Understood: Not Independent=1-3
- Short-Term Memory: Not OK=1

field trial where 30 is
best and 0 is worst

Reference: Morris, JN, Fries, BF, et al MDS Performance Scale. J. Gerontology 1994; 49, m174-m182

No (0) Coma? Yes (1)
Severe Impairment Count
(Number of the following):
- Decision Making: Mod. Impaired=2
- Understood: Sometimes/Never=2-3
Decision- Severely Impaired (3)
Not Making
Severely
Impaired
(0-2)
Total
0 Impairment 2or3 Dependent Yesy
Count? Eating?
1
Severe
Impairment
Count
v v v v
©) (1) () (©)] ) ) (6)
Average Intact Boarderline Mild Moderate Mod. Severe Severe Very Severe
- Intact Impairment Impairment Impairment Impairment Impairment
mini mental
score in 24.9 21.9 19.2 15.4 6.9 5.1 0.4

The CPS scale is used in the RUG-III Classification system to measure a resident’s cognitive
performance. The RUG-III Classification system uses the CPS scale to identify residents who
demonstrate moderate to severe cognitive impairment as a basis for classification in the Impaired

Cognition RUG-I11 groups.

Revised--December 2002
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LONG-TERM CARE FACILITIES RESIDENT ASSESSMENT
AND CARE PLANNING
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APPENDIX G

The following table displays the statutory requirements and the Federal regulations related to the
Resident Assessment Instrument (RAI), the Minimum Data Set (MDS) and care planning for
Medicare or Medicaid certified long-term care facilities.

Section 1819 of the Social Security Act is the Federal law regarding the requirements for skilled
nursing facilities (SNFs) participating in the Medicare program. Section 1919 of the Social Security
Act is the Federal law regarding the requirements for nursing facilities (NFs) participating in the
Medical Assistance program.

Part 483 of Title 42 of the code of Federal Regulations (CFR) are the requirements for Long-Term
Care Facilities (SNFs and NFs). “F” tags are Centers for Medicare and Medicaid Services (CMS)

data tags assigned to each of the requirements in 42 CFR 483.

Statutory Statutory Federal
Requirement Requirement Regulation/
Requirement Area (Medicare) (Medicaid) CMS “F” Tag
Specification of MDS Core 1819 (f)(6)(A) 1919 (f)(6)(A)
Elements
Designation of RAI Instruments | 1819 (f)(6)(B) 1919 (f)(6)(B)
Services to be Provided in 1819 (b)(2) 1919 (b)(2) 42 CFR 483.20 (d)
Accordance with Plan of Care (1-3)
F 279, F 280, F 281
Requirement for Resident 1819 (b)(3)(A) 1919 (b)(3)(A) 42 CFR 483.20 (a-b)
Assessments F 271, F 272
Certification of Resident 1819 (b)(3)(B) 1919 (b)(3)(B) 42 CFR 483.20 (c)
Assessment (1-2)
F 278
i. Completion and Signature(s) 42 CFR 483.20 (¢)(3)
Ii. Penalty for Falsification F 278
iii. Use of Independent 42 CFR 483.20 (c)(4)
Assessors F 278
Frequency of Assessments 1819 (b)(3)(C) 1919 (b)(3)(C) 42 CFR 483.20 (b)
(4-5)
F 273, F 274, F 275,
F 276
Use of Assessments 1819 (b)(3)(D) 1919 (b)(3)(D) 42 CFR 483.20 (c)(6)
(Refer to F 279)

Revised--December 2002
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Statutory Statutory Federal
Requirement Requirement Regulation/
Requirement Area (Medicare) (Medicaid) CMS “F” Tag
Coordination with State- 1819 (b)(3)(E) 1919 (b)(3)(E) 42 CFR 483.20 (c)(7)
Required Preadmission F 277
Screening Program
State Specification of Resident 1819 (e)(5) 1919 (e)(5)
Assessment Instrument
Clinical Record Requirements 1819 (b)(6)(C) 1919 (b)(6)(C) 42 CFR 483.75 (n)(6)

for Resident Assessment and
Plan of Care

F 516

Revised--December 2002
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Contact Information

1. The following Centers for Medicare and Medicaid Services (CMS) web sites
should be monitored for updates.

MDS
http://www.cms.hhs.gov/NursingHomeQualityInits/20_NHQIMDS20.asp

SNF Prospective Payment System
http://cms.hhs.gov/providers/snfpps

Swing Bed
http://www.cms.hhs.gov/snfpps/03_swingbed.asp

2. The following web sites provide additional resources.

QI Manual
https://lwww.qtso.com/mdsdownload.html

State Operations Manual
http://www.cms.hhs.gov/Manuals/IOM/list.asp

Medicare and Medicaid Program Manuals
http://cms.hhs.gov/manuals/
MDS Correction Policy

https://www.qtso.com/download/mds/prMn1002.pdf

CMS Quarterly Provider Update
http://www.cms.hhs.gov/QuarterlyProviderUpdates

Quality Measures
http://www.cms.hhs.gov/NursingHomeQualitylnits/20_NHQIMDS20.asp

Revised—March 2006, December 2002 Page H-2
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MDS 2.0 Item Matrix
Matrix Version 4.8 (02/14/2006)
Data Specifications Version: 1.30

Record Type Codes Used:

=  Admission Assessment
=  Comprehensive Assessment (Annual, Significant Change, Significant Correction of Prior
Full)
=  Medicare PPS Assessment form (MPAF)
N = Full Assessment with no RAPs (Full Quarterly where required by State)
M= Minimum Quarterly (HCFA Standard 2-page Quarterly)
RQ = RUG-III Quarterly (Optional Quarterly Version for RUG-111 1997 Update
=  Discharge Tracking Form
R = Reentry Tracking Form

Application Codes Used:

RG = RUG-III Case Mix Classification, Version 5.20

QI = CHSRA Quality Indicators as defined in "Nursing Facility Quality Indicator Definitions:
11/25/97" from the Center for Health Science Research and Analysis, The University of
Wisconsin at Madison

RP = Resident Assessment Protocols as defined in the “Long-Term Care Resident Assessment
User’'s Manual: Version 2.0”, HCFA, 1995 and in the MDS Data Specifications Version
1.30

QM = Quality Measures publicly reported in 11/2004 (15 QMs)

Revised—March 2006, November 2005, June 2005 Page I-2
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Item Required on Record Type

Item Included

Full PPS |Quarterly [Tracking| in Application

MDS Item Description AlYy P M [RQ[D [ R |JRG|QI|RP|QM

REC_ID Record ID vV iIviv|v]Vv

REC_TYPE Record Type Code viIY il vV

ASMT_LCK Assessment Lock Date

CARE_LCK Care Planning Lock Date

P_REC DT Previous Record Date v

FAC_DOC_CD| Document ID Code (Facility | v | v ViV vI|VY
Use)

VCODE1 Version Completed Code |V vV

VCODE2 Layout Submitted Version v v 4 v ivi]vi]v
Code

SFTW_ID Software Vendor Or Agent 4 v 4 VvV VY
Tax ID

SFT_VER Software Version ViV i viiv]v|Vv

FAC_ID Unigue Facility ID Code v v v viiviv]Vv
(Location)

RES_ID Unique Resident ID Code vl viiviiv]v|v

AT1 Correction: Attestation v v v v | v]v]v
Sequence Number

AT2 Correction: Action Requested| ¥ | 2N 2N AN AN

AT3a Modification: Transcription v v 4 VIV VvV
error

AT3b Modification: Data entry error| ¥ | ¥ VYT

AT3c Modification: Software v v v v I v]v]v
product error

AT3d Modification: Item coding vV Vi viIvIv|Y
error

AT3e Modification: Other error |V VIV

AT4a Inactivation: Test record v v 4 2 I A
submitted as production
record

AT4b Inactivation: Event did not | v 4 viivi]v]v
occur

AT4c Inactivation: Submission of v 4 4 VvV
inappropriate record

AT4d Inactivation: Other reasons v 4 4 VvV
requiring inactivation

AT5a Attesting Individual: First v v vl viiviv]v
name

AT5b Attesting Individual: Last v v vl viiviv]v
name

AT6 Attestation date vl v VIV

AT_SRC Correction request source

SUB_REQ Requirement for submitting v v 4 VIV VY
this MDS record

CNT_FILLER | Control Section Filler (Future
Use)

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
AAla Resident First Name v v v v VvV
AAlb Resident Middle Initial A RS RS RS R RE N
AAlc Resident Last Name VIV Y]]
AAld Resident Name Suffix Vi vV YY)y
AA2 Gender v v [ [V ][~
AA3 Birthdate A A A A RS R R
AA4 Race/Ethnicity Vv Y]]
AA5a Sacial Security Number I v v VYL
AA5b Resident Medicare number 2N I IR IR A IR IR I
(or comparable number)
AA6a Facility State No. VIV Y]] Y
AA6b Facility Federal No. VIV YY)
AA7 Resident Medicaid No. iyl YT
AA8a Primary reason for 4N IR B A A I A I 4
assessment
AA8b Special assessment code VIV v v
AB1 Date of Entry v v
AB2 Admitted from (at Entry) v v
AB3 Lived Alone (Prior to Entry) v
AB4 Zip Code of Prior Primary v
Residence
AB5a Prior stay at this nursing v v v
home
AB5b Stay in other nursing home v v v
AB5c Other residential facility v v v
ABS5d MH/psychiatric setting v v v
AB5e MR/DD setting v v v
AB5f Residential history: None of | v v v
Above
AB6 Lifetime Occupation(s) v
AB7 Education (Highest Level v
Completed)
AB8a Primary Language v
AB8b If other (language), specify v
AB9 Mental Health History v
AB10a Not applicable--no MR/DD v
AB10b Down's syndrome v
AB10c Autism v
AB10d Epilepsy v
AB10e Other organic condition v
related to MR/DD
AB10f MR/DD with no organic v
condition
AB11 Date Backaround Information| ¥

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
Completed
ACla Stays up late at night v
AClb Naps regularly during day v
AClc Goes out 1+ days a week v
AC1d Stays busy with hobbies/fixed| v
routine
ACle Spends most time alone or 4
TV
AC1f Moves independently indoors| ¥
AClg Use of tobacco daily v
AC1h Cycle of daily events: None 4
of Above
ACIli Distinct food preferences v
AClj Eats between meals most v
days
AC1k Use of alcohol/weekly v
AC1l Eating patterns: None of 4
Above
AC1m In bedclothes much of day v
ACln Wakens to toilet most nights | ¥
AClo Has irregular bowel 4
movement pattern
AClp Showers for bathing v
AClq Bathing in PM v
AC1r ADL patterns: None of Above| ¥
ACls Daily contact with v
relatives/friends
AC1t Usually attends church, v
temple, etc.
AC1u Finds strength in faith v
AClv Daily animal companion v
AClw Involved in group activites | ¥
AC1x Involvement patterns: None v
of Above
ACly Unknown customary routine | ¥
A2 Room Number ilviiv vl vV
A3a Last day of MDS observation| ¥ [ v | v [ VvV | v [ Y 4 4
period
A3b Original/corrected copy of Vvl vV
form
Ada Date of Reentry VIV Y] v
Adb Admitted from (at Reentry) v
AS Marital Status v Y v v
A6 Medical Record No. Vi vV
AT7a Medicaid per diem VvV

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
A7b Medicare per diem v v v
ATc Medicare ancillary part A VIV
A7d Medicare ancillary part B Vv
ATe CHAMPUS per diem vV
ATT VA per diem v v v
ATg Self or family pays for per VIV
diem
A7h Medicaid resident liabilityor | v | v | ¥
Medicare copay
AT Private insurance per diem v Y
ATj Other per diem Vv
A9a Legal guardian vV
ASb Other legal oversight Vv
A9c Durable power 2 A e
attorney/health
A9d Durable power 2 A e
attorneyl/financial
A9e Family member responsible | ¥ | ¥ | ¥
A9f Patient responsible for self Vv
A9g Responsibility/guardian: A A I
None of Above
Al0a Living will A A
A10b Do not resuscitate ViV YV
Al0c Do not hospitalize v v v v
Al0d Organ donation v v v
AlOe Autopsy request v v v
A10f Feeding restrictions v Y
Al0g Medication restrictions VvV
A10h Other treatment restrictions | ¥ | ¥ | ¥
A10i Advanced directives: None of] v | v | ¥
Above
B1 Comatose v | v | v v | v |V v | v v
B2a Short-term memory OK v v v v VoY VvV Y
B2b Long-term memory OK VIV VY]V v
B3a Recall current season Vv V|V v
B3b Recall location of ownroom | ¥ | v | v | ¥ v
B3c Recall staff names/faces Vv vy v
B3d Recall that he/she innursing | v | ¥V | ¥V | ¥ v
home
B3e Recall: None of Above v v
B4 Cognitive Skills/Daily 2N IR IR B A ViV
Decision Making
B5a Easily distracted ViV Y] v
B5b Periods of altered iyl vV v v

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application
MDS Item Description AlYy N P M [RQ[D [ R |JRG|QlI|RP|QM
perception/awareness
B5c Episodes of disorganized (2N IR IR B B I VIV
speech
B5d Periods of restlessness v Y v v v vV
B5e Periods of lethargy I v v v | Y vV
B5f Mental function variesduring| v | ¥ | ¥V | YV | ¥ | ¥ Vi Y
day
B6 Change in Cognitive Status Vv v
Cl Hearing vV v
C2a Hearing aid present/used v Y
C2b Hearing aid present/notused| v | v | ¥
regularly
C2c Other receptive comm. Vv
techniques used
c2d Communication devices: 2 A e
None of Above
C3a Speech v v v
C3b Writing messages Vv
C3c Amer. sign language/Braile | ¥ | ¥ | ¥
C3d Signs/gestures/sounds v Y
C3e Communication board VvV
C3f Other ol vV
C3g Modes of expression: None | ¥ [ vV | ¥
of Above
c4 Making Self Understood VIV v v
C5 Speech Clarity vV
C6 Ability to UnderstandOthers | ¥ | ¥V | Y | V | ¥V | ¥ v
Cc7 Change in VI vV v
Communication/Hearing
D1 Vision ViV v
D2a Side vision problems Vv v
D2b Sees 2 A e
halos/rings/flashes/curtains
D2c Visual limitations: None of 2 A e
Above
D3 Visual Appliances vV
Ela Negative statements VIV Y]V VIV
Elb Repetitive questions v v v v VoY v v
Elc Repetitive verbalizations Vv YT v vV
Eld Persistent anger with ViliviivviI|vv| v |Y 4 v
self/others
Ele Self deprecation v v v v VoY v V|V
E1f Expression of unrealistic 0 IR B B B I v ViV
fears
Elg Recurrent statements of VIV ]V ]Y VvV

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type Iltem Included
Full PPS |Quarterly |Tracking| in Application
MDS Item Description AlYy N P M [RQ[D [ R |JRG|QlI|RP|QM
terrible future
Elh Repetitive health complaints | ¥ | v | v [ VY | V | ¥ v v
E1li Repetitive anxious 20 2N IR B B I v 4
complaints/concerns
Elj Unpleasant moodinmorning| ¥ | v | Y [ VY | ¥V | ¥ VvV
Elk Insomnia/change insleeping| ¥ [ v | v [ ¥V | ¥V | ¥ v v
pattern
E1l Sad/pained/worried facial 20 IR IR B A I v 4
expressions
Elm Crying/tearfulness ViV v v
Eln Repetitive physical 120 IR B B B I VIV Vv]Y
movements
Elo Withdrawal from activitesof | v | ¥V | vV | YV | ¥V | ¥ vV vV
interest
Elp Reduced social interaction vV Y iV Y
E2 Mood Persistence VIV ViV
E3 Change in Mood vV v
E4aA Wandering: Frequency ViV v v
E4aB Wandering: Alterability Vv vy
E4bA Verbal abuse: Frequency il VY
E4bB Verbal abuse: Alterability VIV Y]
E4cA Physical abuse: Frequency | ¥ | Y | Y [ Y | ¥V | ¥ 2 A
E4cB Physical abuse: Alterability ViV
E4dA Socially inappropriate: 120 IR B B B I vV
Frequency
E4dB Socially inappropriate: 10 IR B B B I
Alterability
E4eA Resist care: Frequency Vv YT iV Y
E4eB Resist care: Alterability ViV Y]]
E5 Change in Behavioral A A I 4
Symptoms
Fla At ease interacting with 4 AN
others
Flb At ease doing A AN
planned/structured activities
Flc At ease doing self-initiated 20 AN
activities
F1ld Establishes own goals Vv v
Fle Pursues involvement in lifeof| v | v | ¥
facility
F1f Accepts invitations to most 2 A e
group activities
Flg Initiative/involvement: None | v | v | ¥
of Above
F2a Covert/open conflict with staff|] ¥ | ¥ | ¥ 4
F2b Unhappy with roommate VvV v
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Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
F2c Unhappy with other residents| ¥ v v v
F2d Open conflict/anger with Vv Y v
family/friends
F2e Absence of contact with A I
family/friends
F2f Recent loss family/friend VvV
F2g Does not easily adjust to VI Y
routine change
F2h Unsettled relationships: None| v | v | ¥
of Above
F3a Strong identification with past| v | v | ¥ v
roles
F3b Sadness/anger over lost ViV Y v
roles/status
F3c Perceives daily routinevery | v [ v | ¥ v
different
F3d Past roles: None of Above VvV
GlaA Bed mobility: Self- 0 2N IR IR IR I A A A
Performance
GlaB Bed mobility: Support 2N IR B B 4 v
Provided
G1bA Transfer: Self-Performance | ¥ | v [ VY | VY | V¥ | ¥ VvV Y
G1bB Transfer: Support Provided | ¥ | Vv | ¥V | ¥ v v
G1cA Walk in room: Self- 2N IR A B A I ViV
Performance
Gi1cB Walk in room: Support 20 IR B B 4
Provided
G1dA Walk in corridor: Self- 2 2N 2N I IR I Vi
Performance
G1dB Walk in corridor: Support VIV Y|V 4
Provided
GleA Locomotion on unit: Self- ViiviiviI| v | |Y Vi Y
Performance
GleB Locomotion on unit: Support | v | v [ ¥V | ¥ 4
Provided
G1fA Locomotion off unit: Self- ViliviivviI|vv| v |Y ViV
Performance
G1fB Locomotion off unit: Support | v [ vV | vV | ¥ 4
Provided
GlgA Dressing: Self-Performance | ¥ | Y | VY | Y | ¥V | ¥ VI
GlgB Dressing: Support Provided | ¥ | ¥V | ¥ [ ¥ v
G1hA Eating: Self-Performance Vv Y|Y VY]V
G1hB Eating: Support Provided vV Y v
G1iA Toilet: Self-Performance VIV Y] VIV
G1iB Toilet: Support Provided VvV v v
G1jA Personal hygiene: Self- 20 I IR B B I IV
Performance

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type Iltem Included
Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
G1ljB Personal hygiene: Support N 2N IR 4 v
Provided
G2A Bathing: Self-Performance Vv YT v
G2B Bathing: Support Provided Vv
G3a Balance while standing vV v
G3b Balance while sitting vV Y v v
G4aA Neck: Range of motion VIV Y] v
G4aB Neck: Voluntarymovement | ¥ | v | VY | Y | ¥V | ¥
G4bA Arm: Range of motion VIV Y]V v
G4bB Arm: Voluntary movement Vv YT
G4cA Hand: Range of motion VIV Y]]V v
G4cB Hand: Voluntary movement | ¥ [ v | Vv | Vv | ¥V [ ¥
G4dA Leg: Range of motion Vv YT v
G4dB Leg: Voluntary movement VvVl Y]
G4eA Foot: Range of motion Vv YT v
G4eB Foot: Voluntary movement VIV Y]V
G4fA Other: Range of motion Vv Y|Y v
G4fB Other: Voluntary movement | ¥ | Y | vV | Vv | ¥V | ¥
G5a Cane/walker/crutch ViV
G5b Wheeled self Vil vV
G5c Other person wheeled Vv
G5d Wheelchair for primary VI v Y
locomotion
G5e Modes of locomotion: None | ¥ | v | ¥
of Above
Gé6a Bedfast all or most of the 2N IR A B B I ViV
time
G6b Bed rails for bed 2N IR A B A I
mobility/transfer
G6C Lifted manually Vv
Géd Lifted mechanically vV
G6e Transfer aid v
Ge6f Modes of transfer: None of A I vV
Above
G7 Task Segmentation ViV v
G8a Resident--increased 4 AN v
independence capability
G8b Staff--increased A I 4
independence capability
G8c Resident slow performing 20 AN I
tasks/activity
Gsd Morning to evening difference] v | v | ¥
in ADLs
G8e ADL rehab potential: Noneof| v | v | Vv
Above

Revised—March 2006, November 2005, June 2005 Page I-10



CMS'’s RAI Version 2.0 Manual

Appendix |

Item Required on Record Type

Item Included

Full PPS |Quarterly |Tracking| in Application

MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
G9 Change in ADL Function vV
Hla Bowel continence VvV Y] viviY
H1b Bladder continence ViV iIvY
H2a Bowel elimination pattern A e

regular
H2b Constipation ol vV v
H2c Diarrhea Vv vy v
H2d Fecal impaction Vi v vV v
H2e Bowel elimination pattern: ViV Y vl

None of Above
H3a Any scheduled toiletingplan | ¥ | Vv | VY | YV | V¥ | ¥ v oY
H3b Bladder retraining program Vv YT vV
H3c External (condom) catheter VIV Y]V v
H3d Indwelling catheter v v v v VoY VIV Y
H3e Intermittent catheter v Y v v
H3f Did not use A I

toilet/commode/urinal
H3g Pads/briefs used v v
H3h Enemas/irrigation v Y
H3i Ostomy present VIV Y] v v
H3; Appliances and programs: A A vV

None of Above
H4 Change in Urinary A A

Continence
I1a Diabetes mellitus v Y v v v v v
I1b Hyperthyroidism VvV
I1c Hypothyroidism v Y
I1d Arteriosclerotic heart disease| v | vV | Vv | Y

(ASHD)
Ile Cardiac dysrhythmias ViV
|1f Congestive heart failure VvV
I1g Deep vein thrombosis Vv
I1h Hypertension vV
I1i Hypotension VIV v
11 Peripheral vasculardisease | ¥ | ¥V | ¥V | ¥ vV
11k Other cardiovascular disease| ¥ | ¥ | ¥
11 Arthritis 2N A
11m Hip fracture vV v
I1n Missing limb Vv
1o Osteoporosis v v v
11p Pathological bone fracture v Y
I1q Alzheimer's disease v v v
I1r Aphasia v v v v v v

Revised—March 2006, November 2005, June 2005
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Item Required on Record Type Iltem Included
Full PPS |Quarterly |Tracking| in Application
MDS Item Description Al Y | N P | M [RQ] D | R |RG|QI|RP|QM
I1s Cerebral palsy v v v v v v
11t Cerebrovascular accident ViV Y Y 4
(stroke)
I1u Dementia other than ViV Y
Alzheimer's
11v Hemiplegia/hemiparesis Vv vy v v
11w Multiple sclerosis vV v v
11x Paraplegia 2N IR IR I
11y Parkinson's disease vV
11z Quadriplegia VvV v v
1laa Seizure disorder v Y v
I1bb Transient ischemic attack VvV
(TIA)
Ilcc Traumatic brain injury v Y
11dd Anxiety disorder VvV
Ilee Depression v v v v v v
I1ff Manic depressive (bipolar VIV Y|V 4 v
disease)
1199 Schizophrenia ViV YV v
I1hh Asthma v v v v
\1ii Emphysema/COPD A A
11jj Cataracts ViV v
11kk Diabetic retinopathy v Y
12l Glaucoma VvV v
I1mm Macular degeneration vV
1nn Allergies v Y v
100 Anemia v v v
I1pp Cancer v Y
11qq Renal failure AN IR I
|1rr Diseases: None of Above v v
I2a Antibiotic resistant infection \ v v v v
12b Clostridium difficile (c. diff) | ¥V | ¥ | ¥V | ¥ v
12c Conjunctivitis Vv vV v
12d HIV infection viivi|iv|Vv v
12e Pneumonia v v v
|2f Respiratory infection Vv vy v
129 Septicemia vV v v
12h Sexually transmitted VIV Y|V 4
diseases
12i Tuberculosis VIV VY v
12j Urinary tract infectioninlast | v [ v | v [ vV | v | Y ViV
30 days
12k Viral hepatitis VvV v
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121 Wound infection Vil vV v
12m Infections: None of Above ViV
13a Other diagnosis a A A A A Y vV
13b Other diagnosis b iYL A
13¢ Other diagnosis ¢ VvV IV
13d Other diagnosis d vV iIvVY
13e Other diagnosis e Vv ViV
Jla Weight fluctuation 3+ lbsin7| v | v | Vv | Y v v
days
Jib Inability to lie flat--shortness | v | v [ ¥ | ¥ 4
of breath
Jic Dehydrated--outputexceeds | v | v | YV | VY | V | ¥ v vV
input
Jid Insufficient fluid in last3days| ¥ | ¥ | ¥V | ¥ v 4
Jle Delusions ViV v v
J1f Dizziness/vertigo vV v
J1g Edema (AN IR IR v
Jih Fever v v v v v v v
J1i Hallucinations Vvl Yy VY
Jij Internal bleeding ViV v v v
J1k Recurrent lung aspirationsin| v | v [ ¥ | ¥ v 4
last 90 days
Jil Shortness of breath v v
Jim Syncope (fainting) Vv v
Jin Unsteady gait ViYL Y v v
J1o \Vomiting Vv vyl v v v
Jip Problem conditions: Noneof | v | v v v v
Above
J2a Pain: Frequency VvV Yy v
J2b Pain: Intensity ViV YV v
J3a Back pain I vV
J3b Bone pain A e
J3c Chest pain during usual A I
activities
J3d Headache ViV
J3e Hip pain v v v
J3f Incisional pain Vv
J3g Joint pain (other than hip) vV
J3h Soft tissue pain (lesion) Vv
J3i Stomach pain vV
J3 Other ViV
Jda Fell in past 30 days ViV VIV
J4b Fell in past 31-180 days Vv YT VoIV
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J4c Hip fractureinlast180days | ¥ | Y | Y | VY | ¥V | ¥ VI
Jad Other fracture in last 180 vViivi|viI|vv | |Y 4
days
Jde Accidents: None of Above v Y v v v
J5a Conditions/diseasesleadto | v | v | v | ¥V | ¥V | ¥V
instability
J5b Resident experiencingacute | v | v | YV | YV | V | ¥
episode/flare-up
J5¢ End-stage disease, 6 or 4 IR B B B v v
fewer months to live
Jsd Stability of conditions:None | ¥ | v [ v [ v [ ¥ | ¥
of Above
Kla Chewing problem Vv vV v
K1lb Swallowing problem Vv V|V v v
Klc Mouth pain v vV v
K1d Oral problems: None of A I 4
Above
K2a Height (inches) Vv V|V v v
K2b Weight (pounds) VvV v v
K3a Weight loss v v v v v | v vV | v v |V
K3b We|ght gain v v v v v v
Kda Complains about taste of ViV Y v
many foods
K4b Regular complaints of hunger] ¥ | ¥ | ¥
K4c Leaves 25%-+ food uneaten | v [ v | ¥ vV
at most meals
Kad Nutritional problems: None of| v [ v | ¥
Above
K5a Parenteral IV Vil vV v v v
KSb Feeding tube ViV Y] vy
K5c¢ Mechanically altered diet v v v v
K5d Syringe (oral feeding) VIV v
K5e Therapeutic diet vV v v
K5f Dietary supplement between | v | v | ¥
meals
K5g Plate guard, stabilized Vv Y
utensil, etc.
K5h On a planned weightchange | ¥ | Vv | v | vV | ¥V | ¥
program
K5i Nutritional approaches: None| v | ¥ | ¥ vV
of Above
K6a Total calories (%) receivedin| v | v | vV | Y 4 4
last 7 days
Kéb Average fluid intake (daily)in] v | v | ¥V | ¥ 4 4
last 7 days
Lla Debris in mouth before bed v v v v
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L1b Has dentures or removable VI v Y
bridge
Llc Some/all natural teeth lost v v v v
L1d Broken, loose, or carious A I 4
teeth
Lle Inflamed/bleeding gums, oral| v | v | ¥ v
abscesses, etc.
L1f Daily cleaning teeth/dentures| v | v | ¥ v
or mouth care
Lilg Oral status: None of Above ViV
Mla Ulcers: Stage 1 VIV v
Mib Ulcers: Stage 2 ViV ] vV v
Milc Ulcers: Stage 3 vy YV v
Mid Ulcers: Stage 4 Iivi]iv]v]v]v 7
M2a Pressure ulcer higheststage | ¥ | Y [ YV | Y [ VY | ¥ v IvIv]v
M2b Stasis ulcer highest stage il Y
M3 History of resolved ulcers ViV Y v v [ v
M4a Abrasions, bruises ViV v
M4b Burns (second or third v v v 4 v v
degree)
M4c Open lesions other than v v v v v v
ulcers, rashes, cuts
M4d Rashes--e.g., intertrigo, v v v v v
eczema, etc.
M4e Skin desensitized to painor | ¥V | ¥V | V | ¥ v v
pressure
Maf Skin tears or cuts (otherthan| v | v | v | ¥ 4
surgery)
M4g Surgical wounds vV v v
M4h Other skin problems: Noneof] v | v | v | ¥ 4
Above
M5a Pressure relieving device(s) | ¥ | ¥ 4 v v v
for chair
M5b Pressure relieving device(s) | ¥ | ¥ 4 v v v
for bed
M5c Turning/repositioning 4 v v v v v
program
M5d Nutrition/hydration 4 v v v v v
intervention
Mb5e Ulcer care 2 2N A 4 v v
M5f Surgical wound care N I I v v
M5g Application of dressings 2N IR B B v v
M5h Application of v v v v v v
ointments/medications
M5i Other preventative/protective| ¥ | v | ¥ | v 4
skin care
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M5j Skin treatments: None of N 2N IR 4 v
Above
M6a Resident has one or more N 2N IR 4 v
foot problems
M6b Infection of foot--e.g., 2N 2N IR 4 v v
cellulitis, etc.
M6c Open lesions on foot vV Y v v
M6d Nails/calluses trimmedinlast| v [ v [ ¥ | ¥ 4
90 days
M6e Received 2N I A 4
preventative/protective foot
care
M6f Application of dressings vV v v
M6g Foot problems: None of 20 IR B B 4
Above
Nla Awake in morning VIV VY]V VY]V
N1b Awake in afternoon ViV Y] vV
Nlc Awake in evening Vv YT vV
N1d Awake: None of Above VvV Y]] v
N2 Average Time Involved in 2N IR 2N A B A I ViV
Activities
N3a Own room I v v
N3b Day/activity room VvV
N3c Inside NH/off unit v v v
N3d Outside facility Vv
N3e Activity settings: None of A A I
Above
N4a Cards/other games v
N4b Crafts/arts ViV
N4c Exercise/sports v v v
N4d Music v
N4e Reading/writing VvV
N4f Spiritual/religious activities vV
N4g Trips/shopping Vv
N4h Walking/wheeling outdoors vV
N4i Watching TV v Y
N4j Gardening or plants ViV
N4k Talking or conversing vV
N4l Helping others Vv
N4m Activity preferences: Noneof | v | v | ¥
Above
N5a Type of activities involved in | ¥ v v v
N5b Extent of involvement in A I 4
activities
01 Number of Medications VvV vV v
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02 New Medications vV
03 Injections (number days) Vv vy v v
O4a Antipsychotic ViV |V
O4b Antianxiety i vV | v
O4c Antidepressants ViV Y] |V
04d Hypnotic V[V [V [ v
Ode Diuretic VvV v
Plaa Chemotherapy R R v v
Plab Dialysis i vV v v
Plac IV medication Vv vy v v
Plad Intake/output i v vV v
Plae Monitoring acute medical ViV 4

condition
Plaf Ostomy care ViV VY v
Plag Oxygen therapy vV v v
Plah Radiation ViV YV v v
Plai Suctioning vV v v
Plaj Tracheostomy care vV v v
Plak Transfusions VvV Y v v
Plal Ventilator or respirator VvV v v
Plam Alcohol/drug treatment VIV Y|V 4

program
Plan Alzheimer's/dementia special] v | v | Vv | Y 4

care unit
Plao Hospice care N IR I I v v
Plap Pediatric unit i vV v
Plaqg Respite care Vv vy v
Plar Training in community skills | ¥ | ¥V [ ¥V | ¥ v
Plas Special treatments: Noneof | v | v | vV [ ¥ 4

Above
PlbaA Speech therapy: # days ViV YV v v
P1baB Speech therapy: total # 2N IR B B 4 v

minutes
P1bbA Occupational therapy: #days| ¥ | ¥ | ¥ | ¥ v v
P1bbB Occupational therapy: total#| v | v | ¥ | ¥ 4 v

minutes
PlbcA Physical therapy: # days Vv vy v v
P1bcB Physical therapy: total # 2N IR B B 4 v

minutes
P1bdA Respiratory therapy: #days | ¥ | ¥V | ¥V | ¥ v v
P1bdB Respiratory therapy: total # 2N I A I 4

minutes
PlbeA Psychotherapy: # days Vv V|V v
PlbeB Psvchotherapy: total # Vil v v
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minutes
P2a Special behavioral symptom | v | vV | ¥
evaluation program
P2b Evaluation by licensed MH vV v
specialist
P2c Group therapy VvV
P2d Resident-specific changesin| v | v | ¥
environment
P2e Reorientation--e.g., cueing ViV
paf Intervention programs: None | v | v | ¥
of Above
P3a Nursing rehab: Range of v v v v v v
motion (passive)
P3b Nursing rehab: Range of v v v v v v
motion (active)
P3c Nursing rehab: Splint or v v v v v v
brace assistance
P3d Nursing rehab: Bed mobility | ¥ | ¥ [ v | ¥ v v
P3e Nursing rehab: Transfer (AN IR I v v
P3f Nursing rehab: Walking Vil v vV v v
P3g Nursing rehab: Dressing or Vi v vV v v
grooming
P3h Nursing rehab: Eating or v v v v v v
swallowing
P3i Nursing rehab: v v v v v v
Amputation/prosthesis care
P3j Nursing rehab: v v v v v V3
Communication
P3k Nursing rehab: Other Vv vy v
P4a Full bed rails on all sides of v 4 4 v v | v
bed
P4b Other types of siderailsused] ¥ | ¥ | YV | Vv | ¥ | ¥
P4c Trunk restraint vivi]iv]v]v]v v v
P4d Limb restraint vivilivi|iviv]v v v v
P4de Chair prevents rising AN IR IR A A I VIV
P5 Hospital Stays I YV
P6 Emergency Room (ER) Visits] ¥ | ¥ | ¥
P7 Physician Visits 2 IR I v v
P8 Physician Orders VIV v v
P9 Abnormal Lab Values Vi vV
Qla Resident wishestoreturnto | v | v [ v | ¥
community
Q1b Support person positive 4 AN
toward discharge
Qilc Stay projected to be of short | v | v | v | ¥
duration
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Q2 Overall Change in Care v A I
Needs
Rla Participate in assessment: v
Resident
R1b Participate in assessment: v
Family
Rilc Participate in assessment: v
Significant other
R2b Date RN Coordinator Signed v AN A I
Assessment as Complete
R3a Code for Resident Discharge v
Disposition
R3b Optional State Discharge v
Code
R4 Discharge Date v
S Section S. Supplement--
State Specific
TlaA Recreation therapy: # of days
TlaB Recreation therapy: Total #
minutes
Tib Ordered Therapies v v
Tlc Ordered therapy: Estimated v v
days until day 15
T1d Ordered therapy: Estimated v v
minutes until day 15
T2a Furthest distance walked
T2b Time walked without sitting
down
T2c Self-performance in walking
T2d Walking support provided
T2e Parallel bars used
T3MDCR Medicare Case Mix Group v
T3STATE State Case Mix Group v
UO1RA Med 01--Route of
Administration (RA)
UO1FR Med 01--Frequency (Freq)
UO1AA Med 01--Amount
Administered (AA)
UO1PR Med 01--PRN-n
UOINDC Med 01--NDC Code
UO2RA Med 02--Route of
Administration (RA)
UO2FR Med 02--Frequency (Freq)
UO02AA Med 02--Amount
Administered (AA)
UO2PR Med 02--PRN-n
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UO2NDC Med 02--NDC Code

UO3RA Med 03--Route of
Administration (RA)

UO3FR Med 03--Frequency (Freq)

UO3AA Med 03--Amount
Administered (AA)

UO3PR Med 03--PRN-n

UO3NDC Med 03--NDC Code

UO4RA Med 04--Route of
Administration (RA)

UO4FR Med 04--Frequency (Freq)

UO4AA Med 04--Amount
Administered (AA)

UO4PR Med 04--PRN-n

UO4NDC Med 04--NDC Code

UO5RA Med 05--Route of
Administration (RA)

UO5FR Med 05--Frequency (Freq)

UO5AA Med 05--Amount
Administered (AA)

UO5PR Med 05--PRN-n

UO5NDC Med 05--NDC Code

UOBRA Med 06--Route of
Administration (RA)

UO6FR Med 06--Frequency (Freq)

UOGAA Med 06--Amount
Administered (AA)

UO6PR Med 06--PRN-n

UOBNDC Med 06--NDC Code

UO7RA Med 07--Route of
Administration (RA)

UO7FR Med 07--Frequency (Freq)

UO7AA Med 07--Amount
Administered (AA)

UO7PR Med 07--PRN-n

UO7NDC Med 07--NDC Code

UOBRA Med 08--Route of
Administration (RA)

UOBFR Med 08--Frequency (Freq)

UOBAA Med 08--Amount
Administered (AA)

UO8PR Med 08--PRN-n

UOBNDC Med 08--NDC Code

UO9RA Med 09--Route of
Administration (RA)
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UO9FR Med 09--Frequency (Freq)

UO9AA Med 09--Amount
Administered (AA)

UO9PR Med 09--PRN-n

UO9NDC Med 09--NDC Code

U10RA Med 10--Route of
Administration (RA)

U10FR Med 10--Frequency (Freq)

U10AA Med 10--Amount
Administered (AA)

U10PR Med 10--PRN-n

U10NDC Med 10--NDC Code

U11RA Med 11--Route of
Administration (RA)

Ul1FR Med 11--Frequency (Freq)

U11AA Med 11--Amount
Administered (AA)

U11PR Med 11--PRN-n

U1INDC Med 11--NDC Code

U12RA Med 12--Route of
Administration (RA)

U12FR Med 12--Frequency (Freq)

U12AA Med 12--Amount
Administered (AA)

U12PR Med 12--PRN-n

U12NDC Med 12--NDC Code

U13RA Med 13--Route of
Administration (RA)

UL3FR Med 13--Frequency (Freq)

U13AA Med 13--Amount
Administered (AA)

U13PR Med 13--PRN-n

U13NDC Med 13--NDC Code

U14RA Med 14--Route of
Administration (RA)

UL4FR Med 14--Frequency (Freq)

U14AA Med 14--Amount
Administered (AA)

U14PR Med 14--PRN-n

U14NDC Med 14--NDC Code

U15RA Med 15--Route of
Administration (RA)

U15FR Med 15--Frequency (Freq)

U15AA Med 15--Amount
Administered (AA)
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U15PR Med 15--PRN-n
U15NDC Med 15--NDC Code
U1l6RA Med 16--Route of
Administration (RA)
UL6FR Med 16--Frequency (Freq)
U16AA Med 16--Amount
Administered (AA)
U16PR Med 16--PRN-n
U16NDC Med 16--NDC Code
U17RA Med 17--Route of
Administration (RA)
UL7FR Med 17--Frequency (Freq)
U17AA Med 17--Amount
Administered (AA)
U1l7PR Med 17--PRN-n
U1l7NDC Med 17--NDC Code
U18RA Med 18--Route of
Administration (RA)
U18FR Med 18--Frequency (Freq)
U18AA Med 18--Amount
Administered (AA)
U18PR Med 18--PRN-n
U18NDC Med 18--NDC Code
VAOla Delirium: Triggered I
VAO1b Delirium: Proceed withcare | ¥ | ¥
VAQO2a Cognitive loss: Triggered v v
VA02b Cognitive loss: Proceed with | v | v
care
VAO3a Visual function: Triggered V| v
VAO03b Visual function: Proceed with| v | v
care
VAO4a Communication: Triggered |V
VAO04b Communication: Proceed VoIV
with care
VAO5a ADL function: Triggered V| v
VAO5b ADL function: Proceed with vl v
care
VAO6a Urinary incontinence: vV
Triggered
VAO06b Urinary incontinence: vV
Proceed with care
VAO7a Psychosocial well-being: ViV
Triggered
VAO7b Psychosocial well-being: ViV
Proceed with care
VAO8a Mood state: Triggered v v
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VAO8b Mood state: Proceed with N
care
VAO9a Behavior symptoms: vV
Triggered
VAO09b Behavior symptoms: Proceed| v | ¥
with care
VAl0a Activities: Triggered |V
VA10b Activities: Proceed withcare | ¥ | ¥
VAlla Falls: Triggered |V
VAllb Falls: Proceed with care \ v
VAl2a Nutritional status: Triggered | ¥ | ¥
VA12b Nutritional status: Proceed vl v
with care
VAl3a Feeding tubes: Triggered v Y
VA13b Feeding tubes: Proceed with | v | v
care
VAlda Dehydration: Triggered |V
VAl4b Dehydration: Proceed with v v
care
VAl5a Dental care: Triggered v v
VA15b Dental care: Proceed with vl v
care
VAl6a Pressure ulcers: Triggered v v
VA16b Pressure ulcers: Proceed v v
with care
VAl7a Psychotropic drug use: VoI v
Triggered
VA17b Psychotropic drug use: vl v
Proceed with care
VAl8a Physical restraints: Triggered | ¥ v
VA18b Physical restraints: Proceed | v | ¥
with care
VB2 RAP Assessment Signature | v | ¥
Date
VB4 RAP Care Plan Signature v v
Date
W1 National Provider ID vl Y v v VvV
W2a Influenza vaccine receivedin| v | v [ Vv | YV | YV | V| ¥V v
facility
W2b Reason influenza vaccinenot] v | v [ v | Vv | YV | V | ¥
received
W3a ResidentuptodatewithPPV| v | v [ v [ Vv | YV | V | VY v
status
W3b Reason PPV not received \ v v v VvV
FILLER1 Filler (future use)
PRIOR_AAla | Prior Rec: First name 2 2N AN IR IR A IR I
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PRIOR_AAIc | Prior Rec: Last name iyl Y[ Y
PRIOR_AA2 | Prior Rec: Gender ViYL
PRIOR_AA3 Prior Rec: Birthdate v v v v VIV
PRIOR_AA5a | Prior Rec: Social security AN I B B B A A I
number
PRIOR_AA8a | Prior Rec: Primary A0 I B B B A I I
assessment reason
PRIOR_AA8b | Prior Rec: Supplemental 20 2N IR B2 B A IR I
assessment reason
PRIOR_A3a Prior Rec: Assessment 20 2N IR B2 B A IR I
reference date
PRIOR_A4a | Prior Rec: Reentry date VIV YY)
PRIOR_R4 Prior Rec: Discharge date vy Y)Y
PRIOR_A3b Prior Rec: Original/corrected
copy of form
HCFA_OTHR | HCFA Other Required
Information
MCR_GP Medicare Recomputed Case
Mix Group
MCR_VR Medicare Recomputed Case
Mix Version
MCR_CMI Medicare Recomputed Case
Mix Index
MCD_GP Medicaid Recomputed Case
Mix Group
MCD_VR State Medicaid Recomputed
Case Mix Version
MCD_CMI State Medicaid Recomputed
Case Mix Index
FILLER2 Blank Filler
DATA_END End of Data TerminatorCode| ¥ [ Y | Y | v [ Y [V |V | ¥
CRG_RTN Carrage Retun(Asclow) | v | VY | Y [V | YV |V || Y
LN_FD Line Feed (ASCII 010) VIV Y]
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Dental Status
Depression (Anxiety, Sad Mood)
Devices and Restraints
Direct Care Staff,
Care Planning Process
MDS Information source
Care Planning
Overall Status
Discharge Tracking Form
Diseases

Education
Electronic Clinical Record
Emergency Room Visits
Enteral Intake
Evaluation,

Care Plan

Problem Solving Model
Expression, Modes of

Face Sheet

Face Sheet Signatures
Facility Provider Number

Revised—December 2002

MDS, I-1
MDS, J-5

MDS, H-3
MDS, H-1

MDS, A-7
MDS, AC-1

MDS, N-5

MDS, AB-1
MDS, A-4

MDS, B-5
MDS, AB
MDS, L-1
MDS, E-1
MDS, P-4

MDS, Q
MDS, I-1
MDS, AB7

MDS, P-6
MDS, K-6

MDS, C-3

MDS, AB, AC, AD

MDS, AD
MDS, AA-6

Index

3-127
3-147
1-9

3-124
3-119
1-17
1-27
1-26
3-33
3-22

3-175
3-12
3-31

4-10
4-9
3-47
3-12
3-158
3-61
3-198

4-26
1-21
4-26
3-207
1-29
3--127

3-18
1-27
3-203
3-154

4-30
1-2
3-53

3-12
3-27
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Family,
Care Planning Process
Communication as MDS source
Federal Regulation, Timing of Assessments
Federal Requirements
Foot Problems and Care
Forms, Mandated
F-Tags, Care Planning
Functional,
Assessment
Care Plan Category
Status, Decline in

Gender

Goals, Care Plan
Guardian, Legal
Guidelines, RAP Section 111

Health Conditions
Health Maintenance
Hearing
Height (Weight)
Change
Holistic Approach, Interdisciplinary Team
Hospice Resident, RAI Applicability
Hospital Stay(s)

ICD-9-CM Codes
Identification Information
Implementation of Care Plan,
Problem Solving
Infections
Initiative/Involvement
Injections
Institute of Medicine
Interdisciplinary, Team
Assessment Process
Care Planning
Intervention Programs,
Mood, Behavior, Cognitive Loss
Interviewing Resident, Guidelines

Revised—December 2002

MDS, M-6

MDS, A-R

MDS, AA-2

MDS, A-9

MDS, J

MDS, C-1
MDS, K-2

MDS, P-5

MDS, I-1
MDS, AA

MDS, 1-2
MDS, F-1
MDS, O-3

MDS, P-2

Index

4-31

1-19

1-7,24
Appendix G
3-168

1-29

4-29

3-28
4-33
4-29

3-6
4-2
3-36
4-3

3-138
4-18
3-51

3-150

3-150

1-1
1-15
3-202

3-130
3-6

4-26
3-135
3-71
3-178
1-3

1-6, 17
4-1, 4

3-190
Appendix D
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Key-RAP Key Section IV

Lab Values, Abnormal

Legal Guardian

Language

Lesions

Licensed Professionals, as MDS source
Linkage of MDS/Care Plan

Lived Alone

Locomotion, Modes of

Maintenance of Records
Making Self Understood
Mandated Assessment and Associated Forms
Manual, Suggestions for use
Marital Status
Medicaid number
Medical Record Number
Medication,
Care Plan Category
Days Received
New
Number
Memory
Memory/Recall Ability
Mental Health History
Mental Retardation (MR/DD Status)
Minimum Data Set (MDS)
Additional Uses

Component of Comprehensive Assessment

Component of RAI

Definition of MDS
Familiarizing Self with MDS
Forms

Sections,

AA. Identification Information
AB. Demographic Information

AC. Customary Routine
AD. Face Sheet Signatures

Cognitive Patterns
Communication/Hearing
Vision Patterns

mmoowx

Psychosocial Well-Being

Revised—December 2002

Mood and Behavior Patterns

Appendix C

MDS, P-9
MDS, A-9
MDS, AB-8
MDS, M-4

MDS, AB-3
MDS, G-5

MDS, C-4

MDS, A-5
MDS, AA-7
MDS, A-6

MDS, O-4
MDS, 0O-2
MDS, O-1
MDS, B-2
MDS, B-3
MDS, AB-9

MDS, AB-10

Identification/Background Information

Index

4-4

3-206
3-36
3-19

3-165
1-19

4-2
3-15
3-111

1-27
3-54
1-7
1-6
3-33
3-8
3-33

4-43
3-179
3-178
3-176

3-43

3-45

3-20

3-20

1-4

1-11

1-2

174

3-2
Chapter 1

3-6
3-12
3-22
3-27
3-28
3-41
3-51
3-58

3-60
3-71
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G. Physical Function/Structural Problems
H. Continence in Last 14 Days

I. Disease Diagnoses
J. Health Conditions

K. Oral/Nutritional Status

L. Oral/Dental Status
M. Skin Condition

N. Activity Pursuit Patterns

O. Medications

P. Special Treatments and Procedures
Q. Discharge Potential/Overall Status

R. Assessment Information

S. State Defined Section
T. Supplemental Items for

Case Mix and Quality Demonstration States

U. Medications (NHCMQ)
MDS, Supplemental Items Section S, T

MDS 2.0/

Modes of Expression MDS, C-3
Mood,
Change in MDS, E-3
Intervention Program MDS, P-2
Persistence MDS, E-2
Sad (Depression, Anxiety) MDS, E-1
Needs, Overall Change in Care MDS, Q-2
Non-Certified Units, RAI Applicability
Nursing Rehabilitation/Restorative Care MDS, P-3
Nutritional Approaches MDS, K-5
Nutritional Problems MDS, K-4
OBRA 1987
Observation of Resident as MDS source
Occupation, Lifetime MDS, AB-6
Oral/Nutritional Status MDS, K
Oral Problems MDS, K-1
Pain,
Site MDS, 1-3
Symptoms MDS, 1-2
Parental/Enteral Intake MDS, K-6

Pediatric Resident, RAI Applicability

Revised—December 2002

Index

3-76
3-119
3-127
3-138
3-149
3-158
3-159
3-169
3-176
3-182
3-207
3-210
3-214

3-214
3-223
3-214

3-53

3-64
3-190
3-64
3-61

3-209
1-16
3-191
3-153
3-152

Preface 1
1-21
3-18
3-149
3-149

3-144

3-140

3-154
1-15
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Physician,

Orders

Participation in RAI

Source for MDS

Visits
Potential Problem, Type of Trigger
Prevention of Problems Type of Trigger
Problem, RAP Section |
Problem Solving Identification,

Model

Process

Nursing Process

Resident Assessment Instrument
Provider Number

Quarterly Assessment (Review),
Definition
Form-Optional
Form-Standard

Key Mandated Items
Timing

Race/Ethnicity
Range of Motion,
Functional Limitation
Loss of Voluntary Movement
Readmission Assessment
Reason for Assessment

Record,

Maintenance of MDS in Record

Record as Source of Information
Reentry,

Information, minimum

Tracking form
Refusal of Services/Treatment
Regulatory, Basis for RAI
Rehabilitation Potential,

ADL Function

Type of Trigger
Rehabilitation/Restorative Nursing,
Relationships, unsettled
Reproducible, Assessment
Reproduction, of the RAI

Revised—December 2002

Index

MDS, P-8 3-205
1-18

1-18

MDS, P-7 3-204
4-8

4-8

1-2
1-2
1-1
1-1
MDS, AA-6 3-8

2-15
Chapter 1
Chapter 1

2-15

2-2

MDS, AA-4 3-6

MDS, G4-(A) 3-107
MDS, G4-(B) 3-110

2-27
MDS, AA-8 3-9
MDS, A-8 3-34

1-27
1-19

2-26
2-23
4-30
1-7, Appendix G

MDS, G-8 3-115
4-9

MDS, P-3 3-191

MDS, F-2 3-73
1-7
1-27

Page 7



CMS’s RAI Version 2.0 Manual

Index

Resident,
Individualized Care 1-2
Holistic View 4-27
Name MDS, AA 3-6
Name MDS, A-1 3-28
Representative, care planning team 3-7
Strengths, care plan 4-31
Resident Assessment Instrument (RAI)
Applicability to Facility Residents 4-30
Components 1-3
Process, understanding 1-2
Regulatory Basis 1-7
System 5-1
Resident Assessment Protocols (RAPS),
Care Plan Linkage 4-1
Completion with each full assessment 4-1
Component of Comprehensive Assessment 4-1
Component of RAI 1-4
Decision Facilitators 4-2
Definition 1-4
Documentation of RAP Findings 4-10
List of 18 RAPs 4-4
Organization 4-3
Process, Steps 4-4
Steps 4-5
Summary Form Appendix C
Timing for Completion 2-21
Resident Assessment Protocol Summary Form,
Care Plan Decision 4-5
Component of Comprehensive Assessment 2-2
Location and Date/
RAP Assessment Documentation 4-10
Trigger Identification 4-3, Appendix C
Residential History MDS, AB-5 3-17
Respite Resident-RAI Applicability 1-15
Responsibility/Legal Guardian MDS, A-9 3-36
Restraints and Devices MDS, P-4 3-198
RN Coordinator, Certification of Completeness 1-18
Roles, past MDS, F-3 3-75
Room Number MDS, A-2 3-28
Routine, Daily
Preference for Change MDS, N-5 3-175

Revised—June 2006, December 2002 Page 8
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Short-Term Resident, RAI Applicability
Signatures,
Accuracy/Completeness
MDS Portions
MDS Section AA-9
Others Completing MDS
Persons Completing Assessment
RN Coordinator
Significant Change in Status Assessment,
Additional Comments
Condition when not required
Decline
Definition
Guidelines for Determination
Improvement
Timing
Skin,
Problems
Treatments
Speech Clarity
Social Security and Medicare Numbers
Sources of Information, Completion of MDS
Standardized Assessment
State Agency Contacts Appendix B
State Operations Manual
State RAIs, CMS Approval
Statutory Authority for RAI
Swing Bed, RAI Applicability

Task Segmentation
Therapies,

Ordered

Recreation
Time,

Awake

Involved in Activities
Timing (Timeframes) of Assessments
Tracking Form-Basic Assessment
Transfer, Modes of
Treatments,

Special Procedures and Programs
Trigger Legend,

Instructions for Use

Key

Revised—December 2002

MDS, AD(b-g)
MDS, R-2
MDS, AD(a)

MDS, M-4
MDS, M-5
MDS, C-5
MDS, AA-5

MDS, G-7
MDS, P1b
MDS, T-1(b)
MDS, T-1(a)

MDS, N-
MDS, N
MDS, G-6

MDS, P-1

Index

1-15

1-25
1-25
3-11
3-28
3-217
3-27

3-9
2-10
2-8
2-7
2-9
2-9
2-12

3-165
3-167
3-55
3-7
1-1
1-3

1-4,1-78

1-8

1-7, Appendix G
1-16

3-113
3-185
3-215
3-214

3-170
3-171
1-11
2-23
3-112

3-182

4-6
4-6, Appendix C
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Triggers,
Component of Comprehensive Assessment 4-1
Definitions--Location 4-6
RAP- Section IV 4-3
Types 4-6
Ulcer, Cause MDS, M-1 3-159
History of Resolved, Cured MDS, M-3 3-165
Type MDS, M-2 3-161
Understand, others MDS, C-6 3-55
Understood, making self MDS, C-4 3-54
Urinary, Continence, change in MDS, H-4 3-126
Utilization Guidelines,
Component of Comprehensive Assessment 4-1
Component of RAI 1-14
Vision MDS, D-1 3-58
Visual,
Appliances MDS, D-3 3-60
Limitation/Difficulties MDS, D-2 3-59
Walking, when most self sufficient MDS, T-2 3-218
Weight, (Height) MDS, K-2 3-150
Change MDS, K-3 3-150
Zip Code MDS, AB-4 3-16
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	APPENDIX B
	STATE AGENCY CONTACTS
	RESPONSIBLE FOR ANSWERING RAI QUESTIONS
	STATE AGENCY CONTACTS – MDS RAI COORDINATORS
	STATE
	MDS RAI
	Coordinator
	PHONE #
	E-mail Address
	AK
	Ginger Beal
	907-334-2487
	Ginger_Beal@health.state.ak.us
	AL
	Pamela Carpenter, RN, MSN
	334-206-5164 
	pamelacarpenter@adph.state.al.us 
	AR
	Cecilia Vinson
	Twyla Moore, RN
	501-837-8159
	501-661-2201
	Cecilia.vinson@arkansas.gov
	Twyla.Moore@arkansas.gov
	AZ
	Kay Huff
	602-364-3878
	huffk@azdhs.gov
	CA
	Janet Lynd, RN/HFEN
	916-552-8961 MDS/OASIS Helpdesk 916-324-2362 
	jlynd@cdph.ca.gov
	mdsoasis@cdhs.ca.gov (Helpdesk)
	CO
	Betty Keen, RN
	303-692-2894
	Betty.Keen@state.co.us
	CT
	Lori Griffin, RN
	Alternate: 
	Angela White, RN
	860-509-7400
	Lori.Griffin@po.state.ct.us
	Angela.white@po.state.ct.us
	DC
	Mary Sklencar
	202-724-8781
	Mary.sklencar@dc.gov
	DE
	Kim Paugh
	302-424-8600
	Kim.paugh@state.de.us
	FL
	Linda Huff, RN, BSN
	1-800-900-1962
	huffl@ahca.myflorida.com
	GA
	Patricia Putt
	404-657-5856
	paputt@dhr.state.ga.us
	HI
	Janice Nakama, RN
	Alternate: Sharon Matsubara
	808-692-7420
	janice.nakama@doh.hawaii.gov
	sharon.matsubara@doh.hawaii.gov
	IA
	Susan Odell
	515-242-5991
	Sodelll@dia.state.ia.us
	ID
	Loretta Todd 
	208-334-6626
	toddl@dhw.idaho.gov 
	IL
	Rhonda Imhoff, RN
	217-785-5132
	Rhonda.Imhoff@illinois.gov
	IN
	Gina Berkshire
	317-233-4719
	gberkshire@isdh.in.gov
	KS
	Lynn Searles, RN
	Vera Van Bruggen, RN
	785-291-3552
	785-296-1246
	lsearles@kdhe.state.ks.us
	VeraVanBruggen@aging.state.ks.us
	KY
	Pat True
	502-564-7963
	Patricia.True@ky.gov
	LA
	Evelyn Enclarde, RN
	225-342-4855
	eenclarde@dhh.la.gov 
	MA
	Paul Di Natale
	Deirdre Hanniffy
	617-753-8222
	617-753-8202
	Paul.dinatale@state.ma.us
	Deirdre.Hanniffy@state.ma.us
	MD
	Linda Taylor
	410-402-8102
	Lindataylor@dhmh.state.md.us
	STATE
	MDS RAI
	Coordinator
	PHONE #
	E-mail Address
	ME
	Kathleen Tappan, RN
	Jeannette Arsenault, RN
	207-287-9337
	207-287-3933
	Kathleen.Tappan@maine.gov
	Jeannette.Arsenault@maine.gov
	MI
	Glenda Henry
	517-335-2086
	henryg@michigan.gov
	MN
	Marci Martinson
	651-201-4313
	MDS@health.state.mn.us
	MO
	Joan Brundick
	573-751-6308
	Joan.brundick@dhss.mo.gov
	MS
	Lynn Cox
	601-576-7316
	lynn.cox@msdh.state.ms.us
	MT
	Kathleen Moran
	406-444-3459
	kmoran@mt.gov
	NC
	Cindy Deporter
	Mary Maas, RN 
	919-855-4557
	919-855-4554
	Cindy.DePorter@ncmail.net
	Mary.Maas@ncmail.net
	ND
	Joan Coleman
	701-328-2364
	jdcolema@nd.gov
	NE
	Dan Taylor
	402-471-3324
	daniel.taylor@dhhs.ne.gov
	NH
	Susan Grimes
	603-271-3024
	sgrimes@dhhs.state.nh.us
	NJ
	Beth Bell, RN
	609-633-8981
	beth.bell@doh.state.nj.us
	NM
	Doris Roth
	505-476-9037
	Doris.Roth@state.nm.us
	NV
	Leticia Metherell, RN
	775-687-4475 x235
	lmetherell@health.nv.gov
	NY
	Kathleen Minucci, RN 
	518-408-1658
	kwm01@health.state.ny.us
	MDS2@health.state.ny.us
	OH
	Patsy Strouse, RN
	614-995-0774
	Patsy.strouse@odh.ohio.gov
	OK
	Sharon Warlick
	405-271-5278
	Sharonlw@health.ok.us
	OR
	Mary B. Borts
	503-691-6587
	Mary.B.Borts@state.or.us
	PA
	Jane Hepner
	Chris Kelly
	717- 787-1816
	janhepner@state.pa.us
	Chkelly@state.pa.us
	PR
	Lourdes Cruz
	787-782-0120 x2252
	lcruz@salud.gov.pr
	RI
	Madeline Vincent, RN
	401-222-2566
	madeline.vincent@health.ri.gov
	SC
	Margaret Rummell, RNC
	803-545-4205
	rummelm@dhec.sc.gov
	SD
	Dolly Hanson, RN, MS
	605-773-7070
	Carol.hanson@state.sd.us
	TN
	Leatrice Coffin
	615-741-8002
	Leatrice.coffin@state.tn.us
	TX
	Cheryl Shiffer, RN
	210-619-8010
	cheryl.shiffer@dads.state.tx.us
	STATE
	MDS RAI
	Coordinator
	PHONE #
	E-mail Address
	UT
	Gayle Monks, RN
	801-538-9282
	gmonks@utah.gov
	VA
	Michelle Warlick, RN
	804 367-2132
	michelle.warlick@vdh.virginia.gov
	VT
	Frances L. Keeler, RN
	802-241-2345
	Frances.Keeler@dail.state.vt.us
	WA
	Marjorie Ray, RN
	360-725-2487
	Rayma@dshs.wa.gov
	WI
	Margaret Katz
	715-836-6748
	katzma@dhfs.state.wi.us
	WV
	Beverly Hissom
	Nora McQuain
	304-558-4145
	304-558-1700                                                                              
	beverlyhissom@wvdhhr.org
	nora.mcquain@wvdhhr.org
	WY
	Linda Brown
	307-777-7123
	linda.brown@health.wyo.gov
	STATE AGENCY CONTACTS – MDS RAI AUTOMATION  COORDINATORS
	STATE
	AUTOMATION
	COORDINATOR
	PHONE #
	E-mail Address
	AK
	Ginger Beal
	907-334-2487
	Ginger_Beal@health.state.ak.us
	AL
	Pat Thomas
	334-206-2480
	PatThomas@adph.state.al.us
	AR
	Debra Tyler
	Abbie Palmer
	501-661-2201
	501-682-8463
	Debra.Tyler@arkansas.gov 
	Abbie.Palmer@arkansas.gov
	AZ
	Mary Benkert
	602-364-3071
	BenkerM@hs.state.az.us
	CA
	Virginia Gray
	916-319-9709
	vgray@dhs.ca.gov
	CO
	Danielle Branum
	303-692-2913
	Danielle.Branum@state.co.us
	CT
	Melissa James
	860-509-7439
	Melissa.james @ po.state.ct.us
	DC
	Unknown
	Unknown
	Unknown
	DE
	Jarett Francis
	302-255-9211
	Jarrett.francis@state.de.us
	FL
	Teri Koch
	800-900-1962
	kocht@ahca.myflorida.com
	GA
	Beverly Terrell
	404-657-5861
	bejterrell@dhr.ga.gov
	HI
	Sharon Matsubara 
	808-692-7420
	sharon.matsubara@doh.hawaii.gov
	IA
	Barbara Thomsen
	800-383-2856 ext. 2970
	bthomsen@ifmc.org
	ID
	MDS Help Desk
	800-263-5339
	208-378-5898
	Janc@mslc.com
	IL
	Ed Harvey
	217-524-9118
	Ed.Harvey@Illinois.gov
	IN
	James L. Hayes
	317-232-0241
	jhayes@isdh.in.gov
	KS
	Kristi Burns
	785-228-6700
	Kristy@mslc.com
	KY
	Rhonda Littleton-Roe
	William Lloyd
	502-564-2800 ext. 3366
	Rhonda.Littleton @mail.ky.gov
	LA
	Cathy Brunson
	225-342-2482
	cbrunson@dhh.la.gov
	MA
	MDS Help Desk
	617-753-8188
	MD
	Caleb Craig
	410-402-8014
	ccraig@dhmh.state.md.us
	STATE
	AUTOMATION
	COORDINATOR
	PHONE #
	E-mail Address
	ME
	Susan Cloutier
	207-287-4004
	Susan.cloutier@maine.gov
	MI
	Sheila M. Bonam
	313-456-0309
	BonamS@Michigan.gov
	MN
	Brenda Boike-Meyers
	651-201-3817
	Brenda.boike-meyers@health.state.mn.us
	MO
	Gail Ponder
	573-522-8421
	gail.ponder@dhss.mo.gov
	MS
	Lynn Cox
	601-576-7316
	Lynn.cox@msdh.state.ms.us
	MT
	Albert Niccolucci
	406-444-4679
	aniccolucci@mt.gov
	NC
	Sandra McLamb 
	919-733-7461
	Sandra.mclamb@ncmail.net
	ND
	David McCowan
	701-328-2352
	dmccowan@state.nd.us
	NE
	Joette Novak
	410-471-9279
	Joette.novak@hhss.state.ne.gov 
	NH
	Linda Fraser
	603-271-3024
	lfraser@dhhs.state.nh.us
	NJ
	Pam Gendlek
	609-633-8981
	Pamela.gendlek@doh.state.nj.us 
	NM
	Stephanie Holt
	505-476-9064
	Stephanie.Holt@state.nm.us
	NV
	Mike L. Guzzetta
	775-687-4475 x237
	mguzzetta@health.nv.gov
	NY
	Patricia Amador
	518-408-1658
	MDS2@health.state.ny.us
	OH
	Keith Weaver
	614-752-7914
	Keith.weaver@odh.ohio.gov
	OK
	Bob Bischoff
	405-271-5278
	RobertB@health.ok.us
	OR
	Wayne Carlson
	503-947-1105
	Wayne.Carlson@state.or.us
	PA
	Bonnie Rose
	717-772-2570
	Brose@state.pa.us
	PR
	Juan Rivera
	787-782-0553
	Jrivera@salud.gov.pr
	RI
	William Finocchiaro
	401-222-4525
	William.Finocchiaro@health.ri.gov
	SC
	Sara S. Granger
	803-545-4205
	Grangerss@dhec.sc.gov
	SD
	Doug Knutson
	605-773-6203
	Doug.knutson@state.sd.us
	TN
	Patti Gregg
	615-741-8275
	Patti.Gregg@state.tn.us
	TX
	Cecile Hay
	512-438-2396
	Cecile.hay@dads.state.tx.us
	STATE
	AUTOMATION
	COORDINATOR
	PHONE #
	E-mail Address
	UT
	Tracy Freeman
	801-538-6571
	tfreeman@utah.gov
	VA
	Sandy Lee
	804-864-7250
	Sandy.lee@vdh.virginia.gov
	VT
	Sylvia Beck
	802-241-2345
	Sylvia.beck@dail.state.vt.us
	WA
	Shirley Stirling
	360-725-2620
	STIRLSA@dshs.wa.gov
	WI
	Chris Benesh
	608-266-1718
	benesce@dhfs.state.wi.us
	WV
	Beverly Hissom
	304-558-4145
	beverlyhissom@wvdhhr.org
	WY
	Tammy Schmidt
	307-777-7124
	tschmi@state.wy.us
	REGIONAL OFFICE CONTACTS
	Region I
	Sharon Roberson
	CMS/DHSQ, Room 2275
	JFK Federal Building
	Boston, MA 02203-0003
	(617) 565-1300
	Region II
	Norma J. Birkett
	CMS/DCDSC
	26 Federal Plaza, Room 37-130
	New York, NY 10278-0063
	(212) 616-2460
	Barbara Capers-Merrick (back-up)
	(212) 616-2462
	Region III
	Angela Williams
	CMS/DHSQ
	P.O. Box 7760
	Philadelphia, PA 19101-7760
	(215) 861-4190
	Lisa Pollard-Roy (back-up)
	215-861-4203
	Region IV
	Jill Jones 
	CMS/DHSQ
	Sam Nunn Atlanta Federal Center
	61 Forsyth Street, SW
	Suite 4T20
	Atlanta, GA 30303
	(404) 562-7461
	Region V
	Duane Wagner
	CMS/DHSQ
	233 North Michigan Avenue, Suite 600
	Chicago, IL 60601-5519
	(312) 886-5206
	Tamra Swistowicz (back-up)
	(312) 252-3337
	Region VI
	Jacquelyn Douglas, RN, BSN
	(214) 767-4436
	Doris Raymond, RN
	CMS/SCRB
	1301 Young Street, Room 833
	Dallas, TX 75202-4348
	(214) 767-6321
	Region VII
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